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VA  HEALTH  CARE  SERVICES  FOR  RURAL 
VETERANS  IN  WEST  VIRGINIA 


MONDAY,  JULY  19,  1993 

U.S.  Senate, 
Committee  on  Veterans'  Affairs, 

Beckley,  West  Virginia. 
The  Committee  met,  pursuant  to  notice,  at  9  a.m.,  in  the  Mine 
Safety  Academy  Auditorium,  Beckley,  West  Virginia,  Hon.  John  D. 
Rockefeller  IV  (Chairman  of  the  Committee)  presiding. 
Present:  Senator  Rockefeller. 

OPENING  STATEMENT  OF  CHAIRMAN  ROCKEFELLER 

Chairman  Rockefeller.  Good  morning,  everyone.  The  Secretary 
and  I  welcome  all  of  you  to  this  bright  red  auditorium.  I  am  not 
sure  if  any  of  you  here  remember  the  last  time  a  formal  Senate 
Committee  on  Veterans'  Affairs  hearing  was  held  in  Beckley,  but 
it  was  15  years  ago,  and  Senator  Jennings  Randolph  held  it  right 
here. 

Much  has  changed  since  then,  in  West  Virginia  and  around  the 
Nation.  But  the  changes  that  have  already  happened  are  going  to 
pale  in  comparison  to  what  we  need  to  do  now  as  a  country  in 
terms  of  overall,  comprehensive  health  care  reform. 

The  basic  principle  of  providing  quality  medical  care  to  our  Na- 
tion's veterans  is  going  to  remain  the  same,  as  is  our  independent 
veterans'  health  care  system.  It  will  not  be  integrated  into  the  na- 
tional, comprehensive  health  care  reform  plan,  but  there  will  be 
some  form  of  interaction,  which  could  be  and  probably  will  be  very 
favorable  to  the  Department  of  Veterans  Affairs,  at  least  in  my 
view. 

Our  hearing  today — since  hearings  are  not  frivolous  and  are  very 
focused — is  a  hearing  record.  Hearings  are  important;  often  they 
don't  appear  that  way  as  you  look  at  them  from  a  great  distance. 
But  they're  very  important  in  terms  of  setting  out  a  record,  helping 
me  expand  my  own  knowledge.  It  is  important  that  people  under- 
stand that  we  are  trying  to  near  and  listen  to  what  our  Nation's 
veterans  have  to  say.  That's  always  very  important  to  me. 

We  are  going  to  focus  todav  on  veterans'  health  care  needs  in 
West  Virginia,  Doth  to  gauge  the  current  situation  as  well  as  to  lay 
the  groundwork  for  any  future  activity.  I  have,  as  the  Secretary 
knows  very  well,  already  chaired  this  spring  four  separate  hearings 
on  the  general  issue  of  the  future  role  of  the  Department  of  Veter- 
ans Affairs  under  health  care  reform. 

The  Committee,  which  is  me — I  am  the  Committee  today,  a  small 
Committee,  but  I  like  the  Committee — the  Committee  is  here  today 
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because  we  want  to  hear  from  you  about  what  health  care  services 
the  VA  now  makes  available  in  West  Virginia  and  what  services 
need  to  be  here  in  the  coming  era  of  health  care  reform  across  the 
Nation. 

Under  the  President's  health  care  reform  plan,  VA  is  going  to 
stay  the  way  it  is.  I  believe  we're  going  to  benefit  from  all  of  this, 
but  the  general  nonveterans'  health  care  reform  battle  is  going  to 
be  the  largest  battle  in  the  history  of  the  U.S.  Congress.  We  have 
never  done  anything  this  big  before.  We've  never  done  anything 
this  expensive  before  in  terms  of  dealing  with  a  $1  trillion  health 
care  system. 

It's  going  to  be  something  that's  going  to  require  you  to  hold  on 
to  your  seats.  I'm  right  in  the  middle  of  it,  so  I'll  be  holding  on  to 
my  seat,  too,  but  I'm  looking  forward  to  it. 

Health  care  reform  is  important;  it's  important  to  the  Nation.  It's 
important  to  veterans.  It's  important  to  West  Virginia.  West  Vir- 
ginia plays  a  very  valuable  role  for  the  Department  of  Veterans  Af- 
fairs, an  enormously  important  role — important  in  terms  of  improv- 
ing and  meeting  the  health  care  needs  of  veterans,  improving  the 
quality  of  health  care  services  of  veterans  not  only  here  in  West 
Virginia,  but  across  the  Nation  as  well. 

I  was  reading  something  on  the  way  here.  It  interested  me  to 
learn  that  the  Vet  Centers  at  Princeton  and  Beckley  are  some  of 
the  busiest  in  the  entire  Nation  in  terms  of  providing  services.  In 
fact,  the  one  in  Beckley  is  the  second  busiest  Vet  Center  in  the  en- 
tire Nation  which  I  find  very  interesting.  I  should  have  guessed 
that,  but  I  didn't,  and  it's  interesting  to  know. 

There  are  VA  hospitals  in  West  Virginia  that  are  providing  pri- 
mary and  surgical  care  as  well  as  domiciliary  and  nursing  home 
services.  There  are  seven  Vet  Centers,  a  State  veterans'  home,  and 
numerous  other  programs  that  deliver  quality  services  to  veterans. 

VA,  as  you  probably  know,  is  the  largest  health  care  system  in 
the  Nation  by  far,  one  of  the  largest  in  the  world.  It's  an  extraor- 
dinary system.  Our  goal  is  to  be  sure  that  every  veteran  receives 
quality  services,  provided  by  well-trained  staff— and,  as  the  Sec- 
retary and  I  both  care  about — courteous  treatment.  We  care  enor- 
mously about  courteous  treatment. 

When  veterans  walk  into  a  VA  facility,  they  have  a  right  to  ex- 
pect good  treatment,  warm  treatment,  friendly  treatment,  timely 
treatment,  humane  treatment.  They  deserve  to  feel  good  about 
their  treatment.  That's  not  too  much  to  ask  of  any  of  our  VA  hos- 
pitals or  centers.  That's  something  the  Secretary  and  I  both  want 
to  make  sure  happens. 

I  have  to  tell  you  that  I'm  enormously  proud  that  we  do  have  the 
Secretary  of  Veterans  Affairs,  Jesse  Brown,  here.  It's  a  matter  of 
great  honor  that  he's  here  in  Beckley,  West  Virginia,  that  he's  here 
in  West  Virginia.  He's  no  stranger  to  our  State.  He  was  with  us 
in  Huntington  at  the  VA  center  not  that  many  weeks  ago,  at  the 
dedication  of  the  clinical  addition  there. 

On  behalf  of  the  more  than  200,000  veterans  in  West  Virginia, 
Mr.  Secretary,  I  want  to  welcome  you  and  tell  you  that  we're  grate- 
ful to  you.  We  understand  that  you  came  in  Saturday  night  and 
that  you  were  here  yesterday  to  get  some  of  our  good,  coot  moun- 
tain weather.  It's  a  little  better  today  than  it  was  yesterday. 
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Secretary  Brown  and  I  have  been  working  very  closely  together 
with  the  First  Lady  to  make  sure  that  the  VA  health  care  system 
is  preserved  and,  in  fact,  strengthened.  This  is  what  we  both  be- 
lieve is  going  to  happen.  As  we  move  forward  with  national  health 
care  reform,  it's  very  important  to  maintain  a  separate  VA  system 
and  an  American  health  care  system.  They're  very  different.  They 
run  very  differently.  One  of  the  interesting  things  will  be  to  see 
whether  the  VA  system  will  be  able  not  just  to  compete,  but  to 
compete  successfully  for  veterans  who  don't  currently  qualify  in 
category  A  or  category  B  or  who  might  be  going  to  non-VA  hos- 
pitals. 

Will  we  be  able  to  attract  them  to  VA  hospitals?  If  so,  they  will 
then  be  able  to  bring  with  them  the  funding  from  their  health  in- 
surance, which  in  turn  would  be  beneficial  to  the  VA  health  care 
system.  So,  it's  very  interesting  to  think  about  whether  the  VA  sys- 
tem will  be  able  to  compete  for  veterans  who  are  now  going  else- 
where. This  is  something  that  the  Secretary  and  I  both  care  about 
and  are  going  to  be  watching  very  carefully. 

We  have  with  us  today  doctors  and  other  VA  health  professionals 
who  are  going  to  tell  us  about  programs  operating  in  West  Virginia 
and  through  the  lives  of  veterans,  as  well  as  a  program  that  pre- 
pares VA  to  play  an  essential  role  in  providing  health  services  in 
the  event  of  national  or  manmade  disaster. 

Speaking  of  disasters,  this  is  one  of  the  times  when  West  Vir- 
ginia isn't  having  floods  and  other  parts  of  the  country  are.  If 
you've  been  watching,  is  devastating.  Our  hearts  go  out  to  those 
folks  all  over  the  Midwest.  I've  never  seen  anything  like  that  in  the 
56  years  that  I've  been  alive.  I  thought  I'd  seen  the  mother  of  all 
floods  in  southern  West  Virginia  in  1977,  but  this  one  is  something 
else. 

We're  going  to  review  the  link  West  Virginia  plays  in  VA's  re- 
search efforts.  That's  a  little  battle  that  the  Secretary  and  I  have 
carried  on  to  get  some  money  restored  to  veterans'  research.  Re- 
search that  goes  on  in  the  VA  system  is  important  for  two  reasons: 
The  research  itself  and  the  fact  that  the  research  helps  to  attract 
and  allows  us  to  keep  some  of  our  very  best  medical  people.  VA  re- 
search money  is  very,  very  important. 

We  want  to  see  what  we  can  do  to  improve  the  quality  of  care 
at  VA  medical  centers.  But  most  importantly,  we  want  to  listen  to 
what  it  is  that  you  have  to  say.  The  Secretary  will  have  to  leave 
at  a  certain  point,  because  he  does  a  lot  of  traveling  to  make  sure 
he's  in  touch  with  veterans  and  VA  hospitals  across  the  country. 
That  is  why  we're  glad  he's  here  today. 

I  have  to  say  upfront  that  originally  this  hearing  was  going  to 
be  held  in  the  afternoon,  with  no  time  Hmit  on  it,  and  I  was  going 
to  meet  in  the  morning  with  Mickey  Kantor,  the  U.S.  Trade  Rep- 
resentative. He  is  in  Charleston  all  day  today  at  a  meeting  with 
the  West  Virginia  Chamber  of  Commerce  about  the  North  Amer- 
ican Free  Trade  Agreement,  NAFTA,  as  we  call  it. 

This  means  I  will  have  to  be  leaving  here  about  11:20  this  morn- 
ing. But  we'll  have  plenty  of  time  for  everybody  to  give  testimony, 
full  testimony,  and  also  ask  questions  and  engage  in  good  conversa- 
tion. 


We  will,  however,  as  we  always  do  in  the  Committee,  go  by  some- 
thing called  the  5-minute  clock.  Everybody  understands  this  in 
Washington,  but  sometimes  people  don't  like  it  outside  of  Washing- 
ton. The  5-minute  clock  isn't  particularly  friendly.  But  it's  nec- 
essary in  order  to  complete  the  hearing  in  a  timely  fashion. 

I  have  right  here  in  my  book  all  of  your  written  testimony.  It  will 
all  be  a  part  of  the  hearing  record.  Each  of  you  giving  testimony 
is  asked  to  summarize  your  testimony  and  to  try  to  do  that  within 
the  5-minute  time  period.  Each  of  you  will  have  a  chance  to  talk, 
and  then  we  will  have  a  chance  to  talk  with  each  other. 

I  want  to  apologize  a  little  bit.  This  is  a  very  awkward  situation. 
One  of  the  things  that  the  Secretary  and  I  are  trying  to  do  is  make 
Government  more  friendly  in  Washington.  We're  making  it  a  little 
less  friendly  here  today  because  it  looks  like  we're  perched  on  high 
up  here,  and  it's  very  oifficult  and  a  sort  of  awkward  angle  for  peo- 
ple who  will  be  testifying,  both  to  look  at  their  testimony  and  to 
look  at  us.  We  apologize  for  that.  We  did  not  know  how  else  to  do 
it.  In  any  event,  we  haven't  done  it  any  better  than  we  have. 

Now,  enough  of  me.  We  have  the  Secretaiy  here  today,  the  No. 
1  man  in  our  Nation  in  terms  of  veterans  affairs,  and  it  is  a  real 
pleasure  for  me  to  introduce  him  to  you.  Secretary  Brown  and  I  are 
good  friends.  We  became  so  early  and  have  remained  so  often,  as 
we  say. 

Secretary  Brown  has  the  second  largest  Department  in  Govern- 
ment outside  of  the  military,  and  he  has  an  enormous  job.  But  he 
does  it  well.  He's  an  advocate  for  veterans;  he  fights  hard  for  veter- 
ans, and  he  justifiably  is  known  for  that.  He's  an  enormous  asset 
to  our  Nation's  veterans.  It  is  a  matter  of  great  personal  pride  to 
our  State,  to  our  veterans,  and  to  me  that  he  is  here  this  morning. 

I  want  to  mention  also  that  sitting  to  my  right,  and  to  your  left, 
is  Jim  Gottlieb,  who  is  the  Staff  Director  and  Chief  Counsel  of  the 
Senate  Committee  on  Veterans'  Affairs.  I  need  to  slip  that  in  be- 
cause I  just  saw  Jim  out  of  the  comer  of  my  eye  and  realized  I 
hadn't  even  introduced  him. 

But  the  main  man  is  here,  and  the  main  man  is  Jesse  Brown. 
We  welcome  you.  Secretary  Brown. 

STATEMENT  OF  HON.  JESSE  BROWN,  SECRETARY  OF 
VETERANS  AFFAIRS 

Secretary  Brown.  Thank  you,  Mr.  Chairman. 

Mr.  Chairman,  I  am  pleased  to  be  here  today  to  provide  some  in- 
formation and  some  observations  on  the  impact  of  national  health 
care  reform  on  the  VA's  health  care  delivery  system.  I  would  like 
to  begin  by  taking  advantage  of  this  opportunity  to  recognize  and 
acknowledge  the  influence  of  a  leading  figure  in  support  of  veterans 
throughout  our  Nation. 

As  you  know,  these  are  challenging  times  for  all  Federal  pro- 
grams, with  conflicting  pressures  to  make  our  country  economically 
competitive,  to  respond  to  the  growing  needs  of  our  people,  and  to 
address  the  national  debt  and  deficit. 

In  the  face  of  these  great  pressures,  a  few  of  our  Nation's  leaders 
are  showing  the  way  to  make  America  a  better  place  while  remain- 
ing true  to  their  ideals  and  solidly  committed  to  the  people  back 
home.  The  veterans  of  America  are  indeed  fortunate  to  have  such 


a  person  as  Chairman  of  the  Senate  Committee  on  Veterans'  Af- 
fairs. 

Mr.  Chairman,  it  has  been  my  honor  to  work  with  you  on  many 
occasions  in  my  capacity  as  a  DAV  official.  And  since  my  appoint- 
ment to  Department  of  Veterans  Affairs,  let  the  record  show  here 
today  at  this  time  that  I  have  not  only  found  you  knowledgeable 
and  compassionate  in  dealing  with  veterans'  issues,  but  honest  and 
forthright  on  every  matter  that  has  come  before  you. 

Furthermore,  with  respect  to  the  issue  we  are  here  to  discuss 
today,  also  let  the  record  show  that  veterans  could  have  no  better 
champion  of  our  cause  than  you,  sir.  As  one  of  the  Senate's  fore- 
most legislators  on  health  care,  you  are  in  a  unique  position  to 
combine  your  wealth  of  knowledge  with  your  special  understanding 
of  the  needs  of  veterans.  That  is  a  matter  of  great  encouragement 
for  all  of  us  who  work  in  the  VA  system,  and  I  am  confident  that 
your  involvement  will  prove  to  be  of  great  benefit  to  the  veterans 
and  their  families  of  this  great  land  of  ours. 

Mr.  Chairman,  I'm  delighted,  very,  very  delighted,  that  you  have 
invited  me  to  participate  in  this  forum  to  discuss  health  care  issues 
in  the  context  of  the  VA  system.  I  am  aware  that  many  of  the  near- 
ly 200,000  veterans  living  in  West  Virginia  have  extensive  health 
care  needs,  and  I  want  you  to  know  that  we  are  working  very  hard 
to  support  and  to  improve  the  four  VA  medical  centers  in  the  State. 
We  have  several  special  initiatives  on  the  way  to  serve  veterans 
here.  They  are  described  in  a  fact  sheet  I  have  submitted  for  the 
record. 

Also,  VA  officials  on  the  next  panel  to  testify  here  today  are  pre- 
pared to  describe  the  status  these  and  of  other  VA  programs  in  the 
State.  To  an  extent,  of  course,  health  care  for  everyone  in  West  Vir- 
ginia will  be  affected  by  the  outcome  of  the  national  health  care  re- 
form. 

I  was  honored  to  have  been  one  of  the  six  Cabinet  members  who 
served  on  the  President's  Task  Force  on  National  Health  Care  Re- 
form. Nearly  three  dozen  VA  employees  worked  very  hard  on  the 
various  working  groups  of  the  task  force.  They  represented  the  in- 
terest of  our  Nation.  They  represented  the  interest  of  our  veterans. 
And  they  represented  the  interest  of  the  Department  of  Veterans 
Affairs. 

It  is  important  to  recognize  that  these  dedicated  employees  also 
perform  another  very,  very  important  function.  They  educated 
many  Federal  and  non-Federal  health  care  experts  about  the  im- 
portance of  the  VA  system  to  veterans  and  to  the  entire  Nation. 

I  said  from  the  beginning  of  the  task  force  deliberations  that  I 
believe  the  VA  can  serve  as  a  model  for  responding  effectively  to 
many  of  the  complicated  issues  of  national  health  care  reform.  I 
pointed  out  that  VA  already  is  a  national  health  care  system  oper- 
ating under  a  global  budget.  VA  already  is  a  managed  care  pro- 
gram, combining  cost  efficiency  with  quality  assurance.  VA  already 
has  demonstrated  how  to  pay  the  bills  through  combinations  of  ap- 
propriated funding  and  third-party  reimbursements,  and  VA  al- 
ready offers  comprehensive  care  ranging  from  preventive  services 
on  one  end  to  specialized  services  for  the  aging  on  the  other  end. 


The  First  Lady,  who  heads  the  health  care  reform  effort,  com- 
mented on  a  number  of  occasions  about  the  extraordinary  oppor- 
tunity to  learn  from  the  VA's  national  experience. 

As  you  know,  Mr.  Chairman,  the  President  expects  to  present  his 
proposal  for  comprehensive  health  care  reform  this  fall.  While  the 
specifics  of  the  plan  have  not  been  announced  and  the  VA's  role 
has  not  been  defined,  I  do  have  some  observations  and  details  that 
I  would  like  to  discuss  here  with  you  today. 

President  Clinton's  plan  would  provide  security  to  the  families  of 
our  Nation  and  improve  quality  of  care,  while  maintaining  the 
rights  of  Americans  to  choose  where  they  ^et  their  care.  As  far  as 
the  impact  on  veterans,  one  thing,  in  my  judgment,  is  very  clear: 
They  can  only  gain  by  interchange  with  tne  current  system. 

One  of  the  major  features  of  the  reform  plan  is  that  all  Ameri- 
cans would  be  entitled  to  a  standard  package  of  health  care  bene- 
fits. For  service-connected  and  low-income  veterans,  those  we  cur- 
rently call  category  A,  this  means:  One,  if  they  choose  to  receive 
their  care  at  the  VA,  they  will  receive  the  standard  package  of  ben- 
efits plus  other  care  and  services  which  would  amount  to  a  full  con- 
tinuum of  care. 

Two,  for  those  veterans  who  choose  to  receive  their  care  from  the 
VA,  there  would  be  no  premium,  copayment,  deductible,  or  other 
cost-sharing  payments  to  make. 

Three,  they  could  choose  to  receive  their  care  from  a  non-VA  pro- 
vider. This  would  be  limited  to  the  standard  package  of  care,  but 
they  could  come  to  VA  for  care  for  services  beyond  that  standard 
package. 

As  you  know,  Mr.  Chairman,  it  is  the  other  veterans  you  spoke 
about,  those  not  in  category  A,  who  have  been  locked  out  of  the  VA 
system.  In  many  cases,  VA  simply  has  not  had  the  resources  to 
care  for  them.  Under  the  reform  plan,  I  would  like  to  see  these  vet- 
erans given  the  opportunity  to  choose  VA  as  a  source  of  their 
standard  package  of  care. 

Under  this  approach,  VA  would  be  authorized  to  collect  and  re- 
tain reimbursements  from  private  third-party  insurers.  Medicare, 
and  other  sources.  VA  would  continue  to  be  an  important  provider 
of  long-term  care  services  and  specialized  care  not  readily  available 
elsewhere,  including  spinal  cord  injury,  prosthetics,  and  PTSD. 

As  you  can  see,  much  of  the  good  news  about  the  reform  plan  in- 
volves choosing.  One  question  often  comes  up:  Will  the  veteran 
choose  VA?  I  believe  the  veterans  will  choose  VA  because  it  offers 
features  that  cannot  be  obtained  elsewhere.  For  instance,  no 
copayments  for  category  A  patients.  A  more  comprehensive  package 
of  benefits  and  specialized  services  such  as  rehabilitation,  treat- 
ment for  PTSD,  and  extended  care  programs. 

These  facts,  combined  with  the  quality  and  range  of  services,  the 
caring  and  skilled  staff,  and  the  tradition  of  recognizing  that  our 
patients  are  special  people,  will  bring  veterans  into  the  system. 

Clearly,  Mr.  Chairman,  we  are  now  at  the  doorstep  of  a  nevv  di- 
mension in  the  delivery  of  health  care  here  in  America.  I  believe 
very,  very  strongly  that  VA  will  play  a  vital  role  in  this  process. 

Mr.  Chairman,  we  will  need  to  rely  and  draw  upon  your  widely 
accepted  expertise  in  these  areas.  I  look  forward  to  working  with 
you  and  the  other  distinguished  members  of  the  Senate  Committee 


and,  of  course,  the  House  Committee  on  Veterans'  Affairs  in  this 
context. 

That  concludes  my  prepared  statement,  Mr.  Chairman,  and,  of 
course,  I'll  be  delighted  to  respond  to  any  questions  that  you  may 
have.  Thank  you. 

[The  prepared  statement  of  Secretary  Brown  appears  on  p.  41.] 

Chairman  Rockefeller.  Mr.  Secretary,  I  thank  you  very,  very 
much.  The  problem  with  you  and  me  is  that  we  agree  on  so  manv 
things  that  it's  hard  to  figure  out  the  right  questions.  But  I  think 
the  point  you  made  about  trying  to  attract  the  veterans  who  are 
not  currently  coming  to  the  VA  is  really  the  key.  It's  one  of  the  rea- 
sons that  last  week  we  voted  to  expand  medical  services  for 
women.  We  have  an  enormous  number  of  women  in  the  military, 
and  with  the  downsizing  of  the  military,  we're  going  to  have  a  lot 
more  women  veterans. 

Women  veterans  are  coming  into  our  system.  Are  we  ready  in 
our  various  VA  hospitals  to  provide  them  the  service  that  they  de- 
serve and  that  they  need?  I  take  it  that  you  and  I  share  this  view 
that  we've  got  to  be  ready  to  compete  for  those  veterans  who  at  this 
point  cannot  come  into  the  VA  for  health  care,  but  who  have  health 
insurance  and  who  are  using  that  health  insurance  at  other  places. 
I  think  we  agree  that  if  we  can  offer  the  right  kind  of  care,  that 
their  natural  allegiance  as  veterans  mav  very  well  bring  them  into 
the  VA  system,  wnich  would  be  mutually  good  for  us  and  for  them. 

Secretary  Brown.  I  think  so,  Mr.  Chairman.  I  would  also  like  to 
pick  up  on  that  theme  and  some  observations  you  made  in  your 
opening  remarks  about  how  we  treat  veterans  when  they  come  into 
our  facilities.  I'm  sure  you  are  aware  that  we  announced  in  the 
first  week  of  July  the  start  of  a  new  program  called  "Putting  Veter- 
ans First." 

This  program  basically  has  to  do  with  common  decency  and  re- 
spect especially  for  those  who  have  been  to  the  well  of  death,  those 
who  have  made  great  sacrifices  for  our  Nation,  those  who  clearly 
understand  and  have  felt  the  consequences  of  war.  That  is  what  we 
have  to  do,  when  veterans  come  into  our  system.  It  is  a  matter  of 
survival — aside  fi-om  the  fact  that  it  is  the  right  thing  to  do — it  is 
the  matter  of  our  ability  to  compete  with  the  private  sector. 

When  veterans  walk  into  our  facilities,  VA  employees  are  going 
to  have  to  recognize  the  importance  of  greeting  them  with  a  smile, 
"Good  morning,  Mr.  Jones.  Mrs.  Smith,  now  are  you?  Your  husband 
is  a  little  busy  now  taking  some  tests,  getting  some  diagnostic 
tests,  but  he'll  be  right  back.  Why  don't  you  have  a  seat  and  let 
me  get  you  some  coffee." 

That's  the  kind  of  thing  that  we're  going  to  do  because  we  are 
going  to  be  in  competition  with  the  best  institutions  in  this  coun- 
try; institutions  like  Johns  Hopkins  and  Harvard  and  all  of  those 
places.  Not  to  say  that  we're  not  doing  a  good  job  already.  And 
that's  another  story  I'm  going  to  tell,  because  I  think  we  do  have 
a  wonderful  story  to  tell. 

The  fact  of  the  matter  is,  in  this  Nation  each  and  every  year  we 
provide  24  million  episodes  of  care,  and  we  do  that  by  and  large 
without  many  problems  whatsoever.  We  do  run  into  trouble  occa- 
sionally. We  run  into  trouble  like  was  mentioned  in  the  newspaper 
about  Cleveland  and  places  like  that. 


8 

But  when  you  look  at  the  full  magnitude  of  the  service  we  pro- 
vide, we  do  a  good  job.  And  we're  working  to  resolve  the  problems 
we  do  have.  But  we're  going  to  have  to  do  even  more  in  order  to 
be  competitive,  as  you've  mentioned,  Mr.  Chairman.  We  are  going 
to  have  to  treat  our  people,  the  veterans,  the  same  way  Johns  Hop- 
kins treats  them  when  they  go  there.  I  think  if  we  do  that,  and  can 
combine  that  kind  of  spirited  approach  with  the  positive  experi- 
ences we  have  gained  over  the  last  50  years,  we  will  be  able  to  be 
competitive  in  this  new  arena  we're  entering,  sir. 

Chairman  Rockefeller.  One  of  the  points  you  made  is  very  im- 
portant because  most  people  don't  generally  recognize  it — the  VA 
health  care  system  operates  under  a  global  budget.  A  lot  of  people 
think,  think  that  the  VA  health  care  system  is  an  entitlement  pro- 
gram and  treated  as  such  in  the  budget. 

Of  course,  it  isn't.  It's  not  treated  as  an  open  ended  entitlement. 
Every  year  the  Secretary  has  to  go  to  battle,  and  I  have  to  go  to 
battle,  and  I  have  Sonny  Montgomery  in  the  House  who  has  to  go 
to  battle  to  try  to  get  the  most  money  we  possibly  can  from  the 
Congress. 

We're  in  competition  with  everything  else  that  moves  and 
breaths  in  this  country  to  get  money.  One  of  the  things  that  the 
Clinton  administration  is  considering  is  putting  our  general  health 
care  system  under  a  budget.  Everything  else  has  a  budget.  The 
Pentagon  has  a  budget.  This  Academy  has  a  budget.  People^fami- 
lies — ^have  budgets.  Stores  have  budgets.  Everybody  has  budgets, 
but  our  health  care  system  in  this  country  doesn't  have  a  budget. 

The  VA  health  care  system  has  a  budget.  But  our  national  health 
care  system — which  is  not  really  a  national  health  care  system,  it's 
just  a  health  care  system  that  goes  along — goes  along  at  such  a 
rate  that  we're  going  to  spend  a  trillion  dollars  on  it  this  year.  And 
we're  going  to  spend  $2  trillion  if  we  don't  do  anything  by  the  year 
2000,  which  is  just  around  the  corner. 

It's  out  of  control,  so  the  idea  of  a  budget  for  our  national  system 
is  going  to  be  a  real  shock,  but  it's  something  that  we  will  have  to 
live  with.  Of  course,  it  works  against  us,  too.  We  won't  get  to  do 
all  that  we  want  to  do.  I've  already  mentioned  research;  they've 
taken  some  of  our  research  money  away.  We've  got  to  get  that 
money  back.  I  think  we  are  going  to  get  that  money  back.  But  we 
have  to  fight  for  every  dime  and  every  nickel,  don't  we? 

Secretary  Brown.  Yeah. 

Chairman  Rockefeller.  Our  budgets  are  something  that  we're 
used  to,  but  they're  also  difficult. 

Secretary  Brown.  I  would  like  to  make  a  comment  about  that. 
I  think  in  this  context  we  are  very,  very  lucky  for  a  number  of  rea- 
sons. I  think  we  should  all  feel  thankful  that  we  are  participants 
in  a  whole  new  dimension  in  the  delivery  of  health  care. 

As  the  Senator  has  said,  things  are  going  to  have  to  change.  We 
are  spending  right  now  close  to  $800  billion  a  year,  and  that  could 
be  a  trillion  dollars  by  the  end  of  this  year.  At  the  same  time  37 
million  of  our  fellow  Americans  are  uninsured  and  approximately 
22  million  are  underinsured.  Things  are  going  to  have  to  change. 

And  I  am  optimistic  because  we  are  there  in  the  process,  the 
largest  hospital  system  in  the  free  world,  and,  more  importantly, 
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because  the  people  of  West  Virginia  have  taken  advantage  of  this 
opportunity  to  send  us  Senator  Rockefeller. 

I  say  that  not  because  he's  sitting  here,  but  because  he  is  not  just 
a  Senator  doing  his  job.  He  is  a  man  who  has  worked  very,  very 
hard  to  become  an  expert  in  health  care  delivery  throughout  our 
country.  So,  he's  not  a  person  who  is  able  to  see  only  the  microlevel 
of  this  operation.  He's  able  to  see  the  big  picture,  and,  as  a  result, 
I  feel  we  are  extremely,  extremely  lucky  to  have  a  person  with  his 
background  and  his  knowledge  as  a  Chairman  of  the  Veterans'  Af- 
fairs Committee. 

That's  why  I  feel  sure  that  when  the  national  health  care  pro- 
gram is  released  sometime  in  September,  the  veterans  of  America 
are  going  to  feel  good  about  it.  Because  Senator  Rockefeller  has 
been  on  the  inside  working  real  hard  for  us  and  he's  brought 
knowledge.  He's  brought  substance  to  the  process,  and  he's  brought 
sensitivity  to  veterans  and  their  families.  So,  I  think  we're  going 
to  do  very  well,  primarily  because  he  is  there  working  very  hard 
for  us. 

Chairman  Rockefeller.  Mr.  Secretary,  I  appreciate  that,  but 
there  is  another  reason,  and  that  is  that  you  are  one  of  the  six  Cab- 
inet officers  on  that  task  force.  I  believe  I'm  right  in  saying  that 
there  are  more  VA  personnel  on  the  task  force  than  any  other 
agency  of  the  U.S.  Government. 

Secretary  Brown.  That  is  correct.  We  have  33  members  on  it. 
The  task  force  broke  down  into  working  groups,  and  I  think  there 
were  about  33,  we  had  one  VA  employee  on  each  of  the  subgroups. 
I  might  add,  I  was  shocked  to  learn  now  many  people  in  this  Na- 
tion would  like  to  see  the  VA  health  care  delivery  system  just  go 
away,  much  like  what  happened  in  Canada. 

We,  again,  are  very,  very  lucky  that  Mrs.  Clinton  understands 
that  VA  is  a  national  resource,  and  made  it  possible  for  me  to  serve 
on  the  committee,  and  made  it  possible  for  us  to  have  the  largest 
representation  on  that  committee.  Combined  with  the  depth  that 
our  chairman  is  bringing  to  the  process,  we're  going  to  do  very  well. 

Chairman  Rockefeller.  Mr.  Secretary,  I  know  you've  got  to  be 
heading  back,  but  maybe  you  could  first  tell  our  veterans  about  the 
three  or  four  matters  of  primary  concern  to  you  as  Secretary  of  Vet- 
erans Affairs  for  this  country,  what  you  want  to  see  done,  what 
your  priorities  are. 

Secretary  Brown.  Yes.  I  have  two  visions,  two  goals,  that  I  set 
for  myself.  They  are  rather  abstract,  but  one  has  to  do  with  taking 
advantage  of  my  small  window  of  opportunity  to  be  of  service  to 
you  as  your  Secretary  for  Veterans  Affairs — to  tell  the  VA's  story. 
It  has  a  rich  story.  It  has  a  story  of  compassion,  delivery  of  services 
by  260,000  employees.  It  has  a  dramatic  story  behind  our  $35  bil- 
lion. I  want  to  talk  about  that.  I  want  to  talk  about  delivery  of 
care.  I  want  to  talk  about  the  scope  of  services  we  provide. 

The  second  thing  I  want  to  do  is  to  open  the  process  up  so  our 
great  service  organizations  won't  have  to  fight  to  identify  a  problem 
we're  having.  They  won't  have  to  fight  to  help  us  find  solutions  to 
those  problems. 

I  want  to  open  the  system  up  so  we  can  work  together  as  a  group 
because  our  objectives  are  the  same:  To  make  sure  that  veterans 
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are  not  adversely  affected  as  a  result  of  having  stood  up  and  said, 
"Yes,  I'll  go,"  and  so  we  will  all  move  together  in  that  arena. 

I  think  together  we  can  attack  and  accept  the  challenges  ahead 
of  us:  Challenges  like  health  care  reform;  challenges  like  eligibility 
reform;  challenges  like  our  Persian  Gulf  veterans.  As  you  know,  we 
are  having  some  difficult  problems  in  identifying  the  pathogenic  en- 
tity our  Persian  Gulf  veterans  are  suffering  from.  But  we're  work- 
ing hard  it  on.  We're  putting  a  lot  of  resources  into  that  program. 

Problems  like  our  homeless  veterans.  It's  unfortunate  in  a  great 
country  like  ours,  there  are  thousands  of  veterans  on  the  streets 
of  America  each  and  every  night  with  no  place  to  go.  We  can  do 
better  than  that,  and  we're  working  hard  at  resolving  that  problem. 

Problems  like  our  PTSD  program.  Unfortunately,  even  though 
the  war  has  been  over  for  over  20  years,  we  still  have  over  500,000 
Vietnam  veterans  suffering  from  PTSD.  The  Senator  has  said,  in 
this  State  here,  his  program  is  one  of  the  largest,  if  not  the  largest, 
in  the  entire  country.  So  you  have  a  real  sense  of  the  magnitude 
of  the  problem.  We  need  to  continue  to  push  forward  on  that. 

Here  again,  as  long  as  there's  one  veteran  who  needs  our  assist- 
ance, then  we  need  to  work  hard  to  resolve  the  problem,  and  move 
him  from  the  Vietnam  mentality  back  into  mainstream  America. 

Of  course,  the  ongoing  problem  with  the  budget  is  a  battle.  We 
do  operate  on  a  global  budget.  But,  unfortunately,  VA  has  not  been 
treated  fairly  over  the  last  25  years.  If  you'll  look  at  VA's  budget 
over  the  last  25  years,  you'll  see  a  straight  line  at  a  time  when  we 
were  involved  in  Vietnam.  At  a  time  when  World  War  II  veterans 
and  Korean  veterans  are  getting  older,  which  is  putting  more  de- 
mands on  the  system,  we  are  still  operating  at  a  straight  line.  And 
that  is  why  I  work  hard  to  maintain  some  sense  of  balance  in  our 
budget,  because  I  feel  that  we  need  to  get  control  of  the  deficit  and 
the  debt.  But  I  don't  think  it  should  be  done  on  the  backs  of  veter- 
ans. Veterans  will  want  to  do  their  fair  share,  but  it  should  be  done 
fairly. 

As  the  Senator  has  mentioned,  we  need  to  be  more  sensitive  to 
our  women  veterans.  Right  now,  the  women  veterans  component 
has  remained  fairly  stable,  somewhere  around  4  percent.  But  with 
downsizing — the  military  has  about  12  percent  women — that's 
going  to  place  more  demands  on  the  VA  system. 

What  we  need  to  do  is  to  make  sure  that  we  are  able  to  respond 
to  those  demands.  When  women  come  into  our  institutions,  they 
deserve  and  expect  the  same  kind  of  quahty  services  that  the  men 
get,  to  include  special  treatment  modalities,  consideration  for  pri- 
vacy, and  those  kinds  of  things.  We're  working  very  hard  for  that. 
The  Senator  himself  has  worked  real  hard  on  a  bill  to  help  us  move 
forward  in  that  direction. 

Then,  of  course,  as  I've  mentioned  to  you  briefly:  "Putting  Veter- 
ans First  Program."  I  cannot  overemphasize  to  our  VA  employees 
that  are  here  today  how  important  it  is  that  we  take  a  whole  new 
attitude.  If  we  have  clerks  and  VA  officials  who  are  unable  to,  for 
whatever  reason,  respond  in  a  sensitive  manner  to  our  veterans 
when  they  come  into  our  facilities,  it's  up  to  you  to  move  them  out 
of  the  way.  Let's  get  somebody  in  there  who  is  going  to  do  the  job. 
Because  if  we  don't  do  that,  we're  not  doing  what  we're  supposed 
to  be  do,  and  we're  going  to  end  up  hurting  the  great  work  we  had 
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done  and  the  opportunity  to  really  make  a  difference  into  the  fu- 
ture. 

Chairman  Rockefeller.  Mr.  Secretary,  before  I  thank  you,  I 
want  to  acknowledge  to  our  West  Virginia  veterans  and  other 
friends  here  that  we  also  have  the  General  Counsel  of  the  VA  here. 
That's  kind  of  like  being  Attorney  General  of  the  United  States.  It 
is  a  huge,  huge  job.  She  is  right  here,  and  her  name  is  Mary  Lou 
Keener.  I'd  like  to  have  you  stand  up,  Mary  Lou,  and  receive  our 
applause,  she's  also  an  Atlanta  Braves'  fan,  which  I  am,  too. 

Mr.  Secretary,  I  can't  thank  you  enough.  It  makes  me  feel  good 
that  you  are  where  you  are,  that  the  President  has  the  commit- 
ment that  he  does  to  veterans.  You  are  in  the  State  where  veterans 
have  sacrificed  life  and  limb  in  the  Vietnam  war  more  than  any 
other  State;  we  can  prove  that.  It  is  a  State  that  is  enormously  pa- 
triotic, a  State  that  puts  enormous  value  on  military  service  and 
service  to  the  Nation.  We  are  just  very,  very  proud  that  you  took 
time  to  come  here  on  a  Monday  morning  to  be  with  us  in  an  official 
Senate  hearing  to  record  your  hopes  and  dreams  for  the  VA. 

On  behalf  of  the  people  of  our  State,  and,  certainly,  on  behalf  of 
the  Senate  Committee  on  Veterans'  Affairs,  thank  you,  sir,  for  your 
time  and  your  courtesy  toward  us.  Thank  you  for  coming. 

Secretary  Brown.  Thank  you,  sir. 

Chairman  Rockefeller.  Now,  we  are  going  go  to  our  second 
panel  which  consists  of  VA  employees.  Again,  I  want  to  apologize 
for  this  awkward  height  difference  here.  Please  don't  think  of  me 
as  autocratic  or  stuffy.  Just  understand  that  right  behind  me  is  a 
big  brick  wall  with  nothing  there.  I  can't  move  back. 

So,  let's  have  our  second  panel  come  up.  First,  we  have  Dominec 
Pisegna,  Director  of  the  VA  medical  center  here  in  Beckley. 
Dominec  is  an  old  friend  and  a  loyal  mountaineer.  He's  going  to  tell 
us  about  a  variety  of  programs  that  operate  at  the  Beckley  VA 
Medical  Center,  and  we're  going  to  ask  him  to  tell  us  something 
about  the  clinic  addition  that  is  underway. 

Next,  we  have  Mr.  Joe  Gray,  who  is  Director  of  the  VA's  Emer- 
gency Medical  Preparedness  Office.  Joe's  office  works  very  hard  at 
being  sure  that  the  VA  is  available  to  back  up  the  Defense  Depart- 
ment, which  is  very  much  a  part  of  VA's  mission  in  times  of  mili- 
tary moves,  such  as  the  Persian  Gulf  War,  and  also  to  back  up  civil 
authorities  during  times  of  national  disasters,  such  as  Hurricane 
Andrew  and  what  we're  facing  now  with  the  floods  in  the  Midwest. 

We  also  have  Dr.  Sidney  Jackson,  Associate  Chief  of  Staff  for 
Ambulatory  Care  at  the  Clarksburg  VA  Medical  Center.  The  medi- 
cal center  is  taking  on  one  of  my  biggest  concern — ^the  waiting  time 
that  veterans  face  before  getting  appropriate  care.  They  have  made 
significant  improvements,  and  I'm  very  interested  in  hearing  about 
this  initiative. 

We  also  have  Dr.  Eric  Gerdeman,  the  Coordinator  of  the  PTSD 
Residential  Rehabilitation  Program  at  our  Martin sburg  VA  facility, 
one  of  only  seven  such  sites  in  the  country.  This  is  a  very  interest- 
ing program.  This  program  helps  veterans  who  have  received  inpa- 
tient PTSD  treatment  put  their  lives  back  together  and  return  to 
productive  mainstream  life,  and  that  is  something  that  we  all  want 
to  hear  about. 
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Finally,  we  have  John  Looney,  who  is  a  longtime  friend  of  veter- 
ans, a  longtime  friend  of  mine,  and  a  provider  of  great  service  to 
veterans  as  team  leader  of  the  Wheeling  Vet  Center.  John  testified 
before  our  Committee  about  2  years  ago.  I  make  a  practice  of  stop- 
ping in  to  see  John  whenever  I  can. 

So,  let  us  begin.  I  remind  you  of  this  horrible  instrument,  Dr. 
Jackson,  which  is  going  to  blind  you.  When  it's  green,  it's  good 
news.  When  it's  vellow,  it's  getting  to  be  bad  news;  and  when  it's 
red,  vou're  in  real  trouble. 

All  of  your  prepared  statements  will  be  included  in  the  record. 
We  have  a  5-minute  rule  on  oral  testimony  so  we  can  give  every- 
body a  chance  to  give  their  statements  and  to  answer  some  ques- 
tions. 

Let's  start  with  Joe  Gray. 

STATEMENT  OF  JOSEPH  G.  GRAY,  DIRECTOR,  EMERGENCY 
MEDICAL  PREPAREDNESS  OFFICE,  MARTINSBURG  VA  MEDI- 
CAL CENTER 

Mr.  Gray.  Good  morning.  Senator  and  distinguished  guests  and 
panelists  and  ladies  and  gentlemen  in  the  audience.  I'm  Joseph  G. 
Gray,  Director  of  the  Emergency  Medical  Preparedness  Office  for 
the  Veterans  Health  Administration,  Department  of  Veterans  Af- 
fairs. 

The  Emergency  Medical  Preparedness  Office  functions  as  the 
emergency  medical  contingency  facilitator  for  the  Department  and 
for  the  Veterans  Health  Administration.  Our  national  headquarters 
is  located  at  the  Martinsburg  VAMC,  Martinsburg,  West  Virginia. 

Our  activities  are  coordinated  through  four  regional  managers 
colocated  with  our  four  Veterans  Health  Administration  regional 
directors.  We  have  37  area  emergency  managers  who  are  strategi- 
cally located  throughout  the  United  States  to  coordinate  this  pro- 
gram. 

Our  mission  is  to  provide  the  technical  guidance,  support,  man- 
agement, and  coordination  necessary  to  conduct  programs  to  ensure 
health  care  for  eligible  veterans,  military  personnel,  and  civilians 
during  DOD  contingencies  and  natural,  manmade,  and  techno- 
logical emergencies. 

Our  primary  mission,  of  course,  is  to  backup  the  Department  of 
Defense  health  care  system.  In  concert  with  Public  Law  97-174, 
and  in  close  coordination  with  DOD  and  Congress,  the  Emergency 
Medical  Preparedness  Office  develops  contingency  plans,  and  na- 
tional plans  and  policies.  These  include  training  programs,  and  re- 
search programs,  and  agency  directives  to  provide  this  backup  sup- 
port to  DOD. 

During  Desert  Storm  and  Desert  Shield,  we  were  prepared  to 
take  25,000  patients  upon  call  from  the  Department  of  Defense.  We 
had  some  67  receiving  centers  and  82  hospitals  out  of  the  171 
trained  and  prepared  to  take  care  of  those  military  personnel 
should  they  have  been  wounded  during  Desert  Storm. 

As  it  was,  we  took  somewhere  around  14  patients  initially;  then 
later  on,  that  number  continued  to  climb  as  the  transfer  of  injured 
military  personnel  were  declared  veterans  and  moved  off  of  the  ac- 
tive roll. 
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It  was  the  first  time  that  the  system  had  been  actively  tested. 
And,  I  will  tell  you  that,  based  upon  all  studies  and  findings  fi-om 
the  Department  of  Defense,  as  well  as  the  Veterans  Health  Admin- 
istration, the  VA  was  ready  and  prepared  to  do  so,  without — and 
I  repeat — without  any  care  being  neglected  for  veterans  or  any  vet- 
erans being  turned  away  at  any  of  our  hospitals. 

Chairman  Rockefeller.  It  is  extraordinary  to  be  able  to  get 
ready  for  25,000  potential  casualties  and  not  have  a  blip  in  terms 
of  missing  service  for  veterans. 

Mr.  Gray.  We  have  some  18,000  plus  employees  who  are  mem- 
bers of  the  Reserve  Force.  We  also  track  that  annually,  and  we 
know  when  our  employees  are  called  to  active  duty.  We  did  have 
some  facilities  initially  that  were  hurt  on  that  callup,  but  imme- 
diately were  able  to  fill  behind  some  nurses,  some  surgeons,  and, 
again,  care  was  not  neglected. 

A  second  mission  that  we  have  is  to  provide  the  backup  support 
to  the  National  Disaster  Medical  System  and  the  Federal  response 
plan  in  case  of  a  disaster.  We  coordinate  with  the  Federal  Emer- 
gency Management  Agency  as  well  as  Health  and  Human  Services. 
Quite  frankly,  it's  the  Public  Health  Service. 

Today,  in  fact,  I  have  people  who  are  working  in  the  flood  areas 
in  Iowa,  in  Missouri,  and  parts  of  Nebraska  where  we  are  serving 
as  the  backup.  Basically,  Department  of  Defense  and  the  VA  are 
the  health  care  operators  for  the  Public  Health  Service  during 
emergencies.  They're  sort  of  the  planners  in  case  there  is  a  national 
emergency. 

We  go  in  and  assist  them.  We  provide  liaison  to  each  of  those 
agencies,  because  no  matter  where  there's  an  emergency  in  the 
country  today,  there  is  usually  a  VA  hospital  close  by,  and  we  be- 
come the  support  base  for  those  other  Federal  agencies  which  come 
into  being. 

In  the  case  of  Hurricane  Andrew,  we,  of  course,  were  a  key  Fed- 
eral player  in  Miami — and  there  aren't  any  questions  to  that — we 
provided  a  huge  service  there.  Today  alone,  we've  provided  the 
Midwest  over  100,000  syringes  through  our  depot  systems  to  the 
Public  Health  Service  in  the  State  of  Iowa  to  dispense  to  the 
States. 

We  also  have  several  other  missions.  We  provide  for  VA  contin- 
gencies. What  that  means  is:  The  VA's  mission  to  ensure  that  our 
hospitals,  during  emergency,  are  up  and  running  and  able  to  take 
care  of  veterans;  that  includes  the  outpatient  clinics  as  well.  And, 
we  can  provide  generators,  flyaway  radios,  medicine,  whatever  it 
may  be.  We  have  a  deep  concern  there.  And,  of  course,  we  provide 
for  the  response  to  other  natural  and  technological  hazard  pro- 
grams as  well.  Thank  you  very  much. 

[The  prepared  statement  of  Mr.  Gray  appears  on  p.  43.1 

Chairman  Rockefeller.  Thank  you,  sir,  very  much.  Let's  go 
right  on  to  Mr.  Dominec  Pisegna.  I've  known  him  by  his  nickname, 
Dyke,  for  many  years. 

Mr.  Pisegna.  Thank  you,  sir. 

Chairman  Rockefeller.  We're  glad  to  hear  from  you. 


73-929  0-93 
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STATEMENT  OF  DOMINEC  PISEGNA,  DIRECTOR,  BECKLEY  VA 
MEDICAL  CENTER 

Mr.  PiSEGNA.  Thank  you. 

I  think  I'll  be  the  first  one  to  set  off  that  alarm  system.  I  have 
that  feeling,  but  I  believe  I  can  make  my  comments  in  the  five- 
minute  allocation. 

Mr.  Chairman,  Senator  Rockefeller,  it's  good  to  be  in  your  com- 
pany again,  to  have  the  chance  to  talk  about  health  care,  and  also 
to  talk  about  the  Beckley  VA  facility.  Many  things  are  happening 
at  the  campus  and  many  things  are  happening  that  actually  will 
be  enhancing  our  abilities  there  to  provide  health  care  to  all  eligi- 
ble veterans  and  to  give  better  care. 

The  clinic  addition  that  we've  talked  about  is  a  $20  million 
project.  We  will  add  69,000  more  square  feet  of  space  to  this  medi- 
cal center,  but  it  will  not  add  any  more  beds  to  our  medical  center. 
So,  it  really  will  take  care  of  the  space  requirements  we've  had  for 
many  years  and  update  our  high-tech  equipment,  which  we  will  re- 
alize through  the  clinic  addition,  such  as  a  CAT  scan,  a  star  cam 
unit  for  nuclear  medicine  and  a  new  dental  clinic,  a  new  laboratory 
pathology  area  in  the  hospital,  all  aimed  and  geared  to  providing 
quality  care  to  the  veterans  coming  to  our  facility. 

I  was  interested  in  the  comments  made  by  our  Secretary.  I  think 
the  objectives  he  has  and  the  goals  he  set  for  himself  is  like  getting 
a  brignt  ray  of  sunshine  coming  to  us  in  the  field.  And  we'll  do  all 
we  can,  of  course,  to  meet  those  objectives.  The  slogan,  "Putting 
veterans  first"  is  a  very  important  slogan  and  meaningftil  slogan. 

i^d  I've  always  said  that  the  veterans  coming  through  that  door 
of  the  medical  center,  the  first  person  he  meets,  whether  it  be  MAS 
staff,  patient  rep,  the  doctor  or  nurse.  Whoever  talks  to  that  vet- 
eran, the  first  contact,  has  a  long-lasting  effect  on  his  image  as  to 
whether  "I'm  going  to  get  either  good  care  here  or  bad  care  here," 
and  the  same  thing  applies  to  that  same  image  when  he  leaves  the 
hospital,  saying  goodbye  to  him  in  the  compassionate,  caring  tone 
that  we  must  use. 

The  caring  attitude  has  a  carry-over  value  because  he  becomes 
then  the  ambassador  in  the  community  of  selling  the  VA  medical 
center  as  to  good  services.  I  think  Beckley  is  a  good  example  of  a 
rural  American  primary  care  hospital  in  West  Virginia. 

I  must  note  at  this  point  that  in  Beckley,  in  surrounding  areas, 
there  is  no  public  transportation.  The  Greyhound  bus  comes 
through  Beckley,  but  when  you  talk  about  accessibility  of  transpor- 
tation that  comes  to  our  facility  for  care,  it  really  is  not  a  good  pic- 
ture. They  come  for  care  via  POC,  taxi,  or  ambulance.  We  have  or- 
ganized, like  many  hospitals,  a  DAV  transportation  corp  that's 
working  beautifully  at  Beckley,  and  I  want  to  salute  those  drivers, 
because  they've  done  a  tremendous  job,  all  volunteers. 

In  the  past  year,  Mr.  Chairman,  we  logged  138,128  miles  in  this 
part  of  West  Virginia.  That  adds  up  to  bringing  1,319  veterans  to 
our  hospital  who  otherwise  might  have  had  a  problem  coming  there 
for  scheduled  appointments  and  to  obtain  medical  care.  This  is  a 
very  commendable  effort  on  their  part. 

The  clinic  additions  also  are  a  complexed  issue,  because  it's  a 
clinic  addition,  plus  a  renovation  project.  Which  means  while 
they're  building  new  structures  outside,  they're  tearing  the  old 
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down  inside  and  renovating.  This  results  in  27  moves  of  staff  func- 
tions. 

But  the  beautiful  thing  about  this  is  we  have  not  compromised 
patient  care.  We  have  not  compromised  the  admission  process.  We 
have  not  turned  any  veterans  away  as  a  result  of  the  construction, 
although  we  closed  down  36  beds  during  this  time  of  construction. 
It's  progressing  on  schedule.  We're  looking  forward  to  completion  at 
the  end  of  this  year,  and  we  hope  to  cut  that  ribbon  in  the  spring 
of  next  year.  That  is  our  objective. 

We  have  another  program  that  I  think  is  very  important,  and  it's 
the  only  one  formerly  organized  in  the  State  of  West  Virginia.  We 
refer  to  it  as  our  Respite  Care  Program.  The  Respite  Care  Program 
provides  famihes  with  disabled  or  chronically-ill  veterans  an  oppor- 
tunity for  rest  and  relief  from  the  24-hour  continuous  care  they 
provide  for  veterans  in  their  homes. 

A  veteran  is  admitted  to  respite  care  at  the  medical  center  after 
a  Multidisciplinary  Committee  screens  the  request  and  predeter- 
mines an  admission  and  discharge  date.  Respite  care  provides  a 
change  of  routine  and  an  opportunity  for  the  veterans  to  be  with 
others.  It  gives  the  family  a  rest.  Veterans  admitted  back  to  the 
hospital,  will  receive  a  full  spectrum  of  medical  care  while  he  is 
there.  And  when  discharge  date  is  reached,  he  goes  back  to  his 
home.  Responses  of  families  of  a  veteran  have  been  very  appre- 
ciative and  grateful. 

Chairman  Rockefeller.  The  red  light  is  now  on,  Dyke.  Please 
windup  your  statement  with  a  couple  of  sentences. 

Mr.  PiSEGNA.  It's  good  to  be  here,  but  I  have  all  my  other  infor- 
mation that  is  part  of  the  record.  It's  good  to  be  here  and  thanks 
again  for  the  invitation. 

[The  prepared  statement  of  Mr.  Pisegna  appears  on  p.  43.] 

Chairman  Rockefeller.  Thank  you  very  much.  Dyke.  Dr.  Jack- 


STATEMENT  OF  DR.  SIDNEY  JACKSON,  ASSOCIATE  CHIEF  OF 
STAFF,  AMBULATORY  CARE,  CLARKSBURG  VA  MEDICAL 
CENTER 

Dr.  Jackson.  Mr.  Chairman,  and  everybody  else  behind  me,  I 
feel  like  I'm  ignoring  you  and  that's  not  my  nature.  Thank  you  for 
the  opportunity  to  be  here  and  to  present  what  we  are  doing  at  the 
Clarksburg  VA  Medical  Center. 

The  veteran  patient  has  unique  and  individual  medical  problems 
many  times  related  to  their  services  in  the  U.S.  Armed  Forces.  Our 
goal  is  to  truly  serve  those  who  have  served  us. 

Our  steps  in  doing  this  are  to  achieve  a  personal  interactive  rela- 
tionship with  our  patients,  focusing  on  personality,  accountability, 
and  responsibility;  that  is  between  the  clinical  health  care  provider 
and  the  patient.  Realizing  "that  no  greater  love  than  this,  that  one 
should  lay  down  his  life  for  another,"  our  intent  is  to  honor  the  love 
and  integrity  shown  to  our  country  and  our  Nation  by  providing 
the  most  consumer-friendly  program  to  our  patients.  From  our 
standpoint,  the  veteran  and  his  or  her  medical  needs  are  the  rea- 
sons that  we  are  there,  purely  and  simply. 
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To  accomplish  the  above  philosophical  and  practical  goals,  we  are 
currently  moving  toward  a  true  primary  care  model  in  our  Ambula- 
tory Care  Section.  I  say  true  primary  care  model. 

In  our  program  the  patient  is  received  and  administratively  proc- 
essed and  cnnically  directed  to  an  appropriate  patient-care  area. 
Once  diagnosis  is  established  and  treatment  is  prescribed,  the  pa- 
tient is  guided  back  through  nursing  for  education,  pharmacy  for 
medication  and  drug  education,  and  then  the  medical  administra- 
tion service  for  closure  of  the  record  of  that  day,  and  establishment 
of  future  appointments. 

Routine  medical  care  can  be  and  should  be  scheduled,  thereby, 
reducing  distress  and  time  to  the  patient  as  well  as  to  the  practic- 
ing clinician.  In  those  cases  where  a  patient  is  unscheduled,  the  pa- 
tient is  sent  to  the  triaging  area.  In  emergent  cases,  the  patient  is 
taken  directly  to  the  emergency  room  area  for  rapid  care  and  dis- 
position. 

At  the  VA  medical  center,  Louis  A.  Johnson  Medical  Center,  we 
are,  in  fact,  walking  the  road  toward  becoming  a  full,  true  primary 
care  model  where  a  patient  knows  their  doctor,  their  doctor  knows 
his  patient.  There  is  accountability  and  responsibility  from  patient 
to  doctor,  doctor  to  patient;  and  throughout  this  process,  we  main- 
tain a  relationship  based  on  mutual  respect  and  trust. 

On  these  key  elements,  good  communication  and  good  relation- 
ships and,  therefore,  effective  medicine  are  based.  As  funding  be- 
comes available,  expansion  of  the  educational  programs  by  nursing 
personnel  regarding  diabetes,  hypertension,  preventative  care, 
smoking  cessation,  nutrition,  reduction  of  cholesterol — all  of  these 
can  be  accomplished.  In  primary  care  medicine,  the  old  adage,  "An 
ounce  of  prevention  is  worth  a  pound  of  cure"  surely  applies. 

As  a  physician  and  a  veteran  who  has  practiced  in  this  area 
since  1977,  privately  until  3  years  ago  and  now  in  the  VA  setting, 
I  feel  that  we  do  provide  an  essential  element  of  medical  care  to 
patients  in  the  area  who  would  not  have  had  that  medical  care  oth- 
erwise. 

We  are  quite  rural  and  many  of  our  patients  gladly  travel  long 
distances  because  of  our  unique  provision  of  the  medical  care  to  the 
veteran  population. 

At  this  time  the  advantage  that  the  private  sector  has  is,  of 
course,  funding.  We  are  providing  quality  care  in  the  VA  at  much 
less  cost.  With  additional  funding,  we  will  reach  preventative  medi- 
cine issues  more  effectively. 

I  must  note  coming  from  a  private  sector  to  the  VA  and  becoming 
a  veteran  during  Operation  Desert  Storm,  there  is  a  difference  in 
what  the  private  sector  can  accomplish  for  the  veterans  versus  the 
difference  that  the  veterans  affairs  can  provide. 

As  I've  previously  stated,  veterans  have  unique  problems  and  is- 
sues which  I  believe  are  not  usually  learned  in  the  private  setting. 
In  the  veteran  setting,  education  and  daily  experience  were  key  ele- 
ments in  learning  these  veteran  problems,  which  I  do  think  could 
not  be  achieved  in  the  private  sector. 

As  a  private  practitioner,  I  heard,  but  I  soon  forgot.  At  times  I 
saw  and  would  remember.  I  felt  I  had  good  understanding  of  the 
medical  needs  of  veterans.  Only  when  I  came  to  the  VA  medical 
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center  was  I  able  to  do  the  work  as  a  veterans'  advocate  for  health 
care  and  understand  their  medical  needs. 

I  truly  believe  we  are  here  to  care  for  those  that  have  borne  the 
battle  and  to  honor  those  who  have  showed  great  love  by  laying 
their  life  down  for  our  country.  I  feel  that  after  a  national  health 
care  reform,  there  should  be  a  true  primary  care  program  where 
a  phvsician  cares  for  a  certain  block  of  patients.  The  patient  knows 
his  doctor.  The  doctor  knows  his  patient.  There  is  a  seamless  effi- 
cient flow  from  entrance  of  the  facility  to  exit,  accomplishing  good 
medical  evaluation  with  diagnostic  workup,  establishment  of  diag- 
nosis and  treatment,  and  appropriate  followup. 

Because  these  individuals  are  veterans  with  emotional,  medical, 
psychosocial,  and  physical  needs,  their  care  should  be  continued 
through  a  veterans  health  care  facility. 

In  conclusion,  but  not  to  be  considered  least  important,  we  are 
beginning  to  train  the  next  generation  of  health  care  providers 
through  primary  care,  and  I've  have  had  the  opportunity  to  make 
a  choice.  I'm  category  C,  but  I  went  to  the  VA  hospital  to  get  my 
medical  care.  Thank  you. 

[The  prepared  statement  of  Dr.  Jackson  appears  on  p.  46.] 

Chairman  Rockefeller.  Thank  you  very,  very  much.  Dr.  Jack- 
son. That  was  a  dramatic  ending  and  at  just  the  right  moment. 

Dr.  Gerdeman,  we  look  forward  to  hearing  from  you,  sir. 

STATEMENT  OF  DR.  ERIC  GERDEMAN,  COORDINATOR,  PTSD 
RESIDENTIAL  REHABILITATION  PROGRAM,  MARTINSBURG 
VA  MEDICAL  CENTER 

Dr.  Gerdeman.  Thank  you,  Mr.  Chairman,  for  the  opportunity  to 
talk  about  the  PRRP,  the  PTSD  Residential  Rehabilitation  Pro- 
gram. 

Chairman  Rockefeller.  Can  everybody  hear?  You've  got  to  pull 
the  microphone  up  close. 

Dr.  Gerdeman.  Yes.  I  would  like  to  talk  about  the  PRRP,  the 
PTSD  Residential  Rehabilitation  Program  in  Martinsburg.  The  Na- 
tional Veterans  Readjustment  Study  in  1988  reported  that  only  20 
percent  of  the  490,000  Vietnam  veterans  suffering  from  PTSD  has 
ever  received  VA  assistance. 

Chairman  Rockefeller.  Could  you  repeat  that,  please? 

Dr.  Gerdeman.  That  only  20  percent  of  the  490,000  Vietnam  vet- 
erans suffering  from  PTSD  have  received  VA  assistance. 

Chairman  Rockefeller.  Since  leaving  the  service  or  since 
leaving 

Dr.  Gerdeman.  Since  leaving  service. 

In  response  to  this  finding,  new  PTSD  initiatives  were  designed 
by  the  VA  Central  Office  to  provide  new  and  expanded  specialized 
inpatient  and  outpatient  PTSD  treatment  to  the  underserved  war 
zone  veterans.  Funds  were  authorized  and  appropriated  by  Con- 
gress for  these  programs. 

The  PRRP  is  one  of  these  new  programs  initiated  in  the  fiscal 
year  1992.  The  PRRP  is  essentially  an  after  care-type  program, 
which  provides  expanded  services  to  veterans  who  have  completed 
an  inpatient  PTSD  program  called  an  SIPU.  The  purpose  of  the 
SIPU  is  primarily  to  focus  on  war  zone  traumatic  issues.  The  pur- 
pose of  the  PRRP  is  to  focus  on  rehabilitation,  present-day  adjust- 
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ment  problems,  and  the  preparation  to  return  back  to  the  commu- 
nity. 

The  domiciliary  at  the  VA  Medical  Center  in  Martinsburg  was 
selected  and  funded  by  VA  Central  Office  as  the  site  for  one  of  the 
first  PRRP.  The  first  patients  were  admitted  in  March  of  1992.  To 
this  date,  114  have  successfully  completed  the  program,  and  there 
is  presently  a  4-month  waiting  list  for  a  vet.  The  PRRP  in  Martins- 
burg is  a  90-day  structured  therapeutic  community  for  veterans  of 
all  eras  who  have  the  diagnosis  of  PTSD  as  a  result  of  their  war 
zone  experience  and  who  have  completed  an  inpatient  program. 

There  are  30  residential  beds  in  the  Dom  for  this  program.  The 
program  is  staffed  by  an  interdisciplinary  team  who  are  knowledg- 
able  about  the  treatment  of  PTSD.  The  program's  purpose  is  to  con- 
tinue to  treat  war  zone  traumatic  issues,  to  learn  new  and  more 
appropriate  social  and  coping  skills,  to  address  present-day  adjust- 
ment problems,  and  to  prepare  for  a  successful  return  back  to  the 
community. 

Fifteen  patients  begin  the  program  together  and  continue  for  the 
90-day  period  as  a  unit,  so  that  they  have  the  opportunity  to  de- 
velop trust,  support,  and  sharing  with  one  another.  There  are 
therapeutic  activities  such  as  visits  to  the  Vietnam  Memorial,  the 
Wall,  in  Washington  DC,  group  outings,  volunteered  work  in  the 
Nursing  Home  Care  Unit,  a  group  project  and  weekly  resident 
council  meetings. 

For  veterans  who  have  never  received  treatment  for  PTSD,  a  re- 
ferral can  be  made  to  the  SIPU  from  the  PRRP 

Chairman  Rockefeller.  What  does  SIPU  stand  for? 

Dr.  Gerdeman.  Specialized  Inpatient  PTSD  Program— any  VA 
medical  center  or  Vet  Center.  They  can  then  apply  to  the  PRRP 
upon  completion  of  the  inpatient  treatment.  For  the  patients  in  the 
PRRP,  the  VA  Medical  Center  in  Martinsburg  provides  treatment 
for  the  full  range  of  health  care  services  that  they  might  need. 

The  PRRP  is  a  direct-service  provider  for  PTSD  and  offers  com- 
prehensive treatment  through  a  separate  interdisciplinary  treat- 
ment team.  The  location  of  the  program  in  the  domiciliary  provides 
the  veteran  with  a  semistructured  environment  before  reentering 
the  community. 

PRRP  is  less  costly  than  an  inpatient  treatment  unit.  The  esti- 
mated cost  for  the  inpatient  program  is  approximately  $1  million 
per  year,  whereas  the  estimated  cost  of  the  PRRP  of  a  similar  size 
is  approximately  half  that  cost.  Admissions  to  the  program  are 
screened  by  PRRP  treatment  team  to  ensure  appropriate  motiva- 
tion for  the  program. 

Mr.  Chairman,  there  still  remains  a  large  number  of  veterans 
who  suffer  from  PTSD  as  a  result  of  their  war  experience  and  who 
have  never,  unfortunately,  sought  treatment. 

Hopefully,  with  eligibility  reform  and  national  health  care  re- 
form, these  veterans  can  readily  avail  themselves  of  the  specialized 
inpatient  and  outpatient  PTSD  treatment.  The  VA  is  uniquely 
qualified  to  treat  PTSD  and  such  services  are  not  available  in  the 
private  sector.  Research  and  treatment  in  the  area  of  PTSD  has 
been  one  of  the  major  accomplishments  of  the  VA. 

[The  prepared  statement  of  Dr.  Gerdeman  appears  on  p.  48.] 
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Chairman  Rockefeller.  Thank  you  very  much,  doctor.  I  appre- 
ciate your  statement,  and  I  will  want  to  follow  up  with  some  ques- 
tions. John  Looney. 

STATEMENT  OF  JOHN  W.  LOONEY,  TEAM  LEADER,  WHEELING 
VET  CENTER 

Mr.  Looney.  Thank  you.  Senator.  I'll  try  to  make  my  statement 
brief.  Since  the  Wheeling  Vet  Center  has  opened  in  January  of 
1990 

Chairman  Rockefeller.  Can  everyone  hear?  They  cannot  hear 
in  the  back.  Please  pull  your  microphone  closer. 

Mr.  LooNEY.  Since  the  Wheeling  Vet  Center  opened  in  January 
of  1990,  this  three-person  team  served  900  veterans.  Our  primary 
mission  is  the  treatment  of  emotional  wounds  caused  by  trauma  of 
war  in  Vietnam,  also  post-Vietnam  combat  theater  veterans. 

The  readjustment  counseling  includes  spouses  and  appointment 
issues,  also  drug  and  alcohol  issues.  We  have  disabled  veterans 
outreach  personnel  from  both  West  Virginia  and  Ohio  Employment 
Security  agencies  come  to  the  Center.  We  have  four  ongoing 
groups,  including  three  evening  groups.  Our  group  attendance  may 
number  as  high  as  16,  but  average  about  9  or  10. 

Our  spouses'  groups  meets  on  alternate  Monday  nights.  Our 
PTSD  group  meets  on  Wednesday  nights,  Thursday  afternoon,  and 
Thursday  night.  Until  recently,  we  had  Persian  Gulf  veterans 
meeting  on  Friday  afternoon.  We  have  an  out-station  30  miles 
away  in  Stubenville,  Ohio.  We  do  groups,  individual,  and  family 
counseling  at  both  Wheeling  and  Stuoenville. 

We  assist  veterans  in  their  recovery  from  drug  and  alcohol  abuse 
by  making  referrals  to  the  Department  of  Veterans  Affairs  medical 
centers  in  Pittsburgh.  We  have  a  local  veterans  organization 
named  the  Upper  Ohio  Valley  Veterans'  Council,  who  is  organized 
and  housed  at  the  Center  to  schedule  transportation  for  veterans 
to  the  hospitals  75  miles  away  from  Wheeling. 

Outreach  is  difficult  for  a  three-person  team.  We  find  our  reputa- 
tion to  serve  veterans  and  word  of  mouth  within  the  veterans'  com- 
munity is  our  best  resource.  Additionally,  we  talk  with  veterans  or- 
ganizations periodically.  We  do  seminars  for  professionals,  such  as 
the  Sexual  Assault  Center  in  Wheeling,  West  Virginia. 

We  network  with  our  mental  health  professionals  in  the  commu- 
nity. We  sponsored  AIDS  training  for  professional  and  paraprofes- 
sional  social  workers  in  the  community.  I  have  volunteered  as  the 
clinical  director  for  the  CISD  team;  that's  Critical  Incident  Stress 
Debriefing. 

I  served  on  the  Greater  Wheeling  Homeless  Coalition  Board.  A 
quarter  of  our  homeless  in  Wheeling  are  veterans.  The  Center's  re- 
source committee  gives  an  award  annually  to  a  Vietnam  veteran 
that  contributes  to  the  community.  That  brings  us  positive  public- 
ity. We  distribute  pamphlets  that  are  related  to  women's  issues, 
women  veterans'  issues,  Persian  Gulf  veterans,  as  well  as  the  Viet- 
nam-era veterans.  We  find  pamphlets  are  helpful  when  we  do  out- 
reach at  our  Reserve  and  National  Guard  centers. 

The  team  at  the  Wheeling  Vet  Center  is  proud  of  our  efforts  to 
serve  veterans.  Thank  you. 

[The  prepared  statement  of  Mr.  Looney  appears  on  p.  49.] 
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Chairman  Rockefeller.  Thank  you,  John,  very  much.  I  will  not 
ask  as  many  questions  as  I  had  planned,  because  of  our  time  con- 
straints. 

I  wonder,  doctor,  if  you  could  tell  us  a  little  about  your  After 
Care  Residential  Program. 

Dr.  Gerdeman.  Correct. 

What  Central  Office  found  was  that  for  the  entire  period  of  time 
that  a  patient  was  in  one  of  the  inpatient  programs,  the  major 
focus  was  on  war  trauma,  and  what  they  found  was  that  a  lot  of 
these  veterans  did  not  have  the  learning  skills  or  social  skills  nec- 
essary to  deal  with  life.  So,  in  the  PRRP  we  have  a  lot  of  the 
groups  that  deal  with  communication  skills,  even  living  skills,  how 
to  write  checks,  how  to  do  some  very  basic  tasks  that  these  veter- 
ans never  had  the  opportunity  to  learn,  and  then  we  plan  for  their 
return  back  into  the  community,  so  that  we  want  them  to  have  a 
definite  residence,  and  if  they're  interested  in  obtaining  employ- 
ment, to  have  a  resume.  We  practice  interviewing,  how  are  they 
going  to  use  their  time;  so  that  by  the  time  they  do  leave  our  pro- 
gram, there  is  a  whole  support  system  already  set  up.  So,  the  basic 
purpose  of  the  PRRP  is  to  focus  much  more  on  basic  rehab  rather 
than  on  war  trauma. 

Chairman  Rockefeller.  You  indicated — and  anybody  would  be 
free  to  comment  on  this — ^you  said  specifically  that  there  are  not 
any  share  programs  for  PTSD  outside  of  the  VA  system;  is  that  cor- 
rect. 

Dr.  Gerdeman.  Correct,  for  war  trauma. 

Chairman  Rockefeller.  For  war  trauma.  That  really  strikes  me 
as  a  remarkable  shortcoming  on  the  part  of  our  non-VA  system,  be- 
cause PTSD  is  not  always  recognizable,  particularly  in  early  years. 

Dr.  Gerdeman.  Yes. 

Chairman  Rockefeller.  I  should  say,  that  it  begins  to  become 
recognizable  at  a  point  when  not  everybody  knows  that  they'd  nec- 
essarily go  off  to  a  VA  hospital  for  that  kind  of  thing.  There  must 
be  a  lot  of  people  out  there  who  don't  know  where  to  turn.  You  in- 
dicated with  your  20-percent  figure  that  there  are.  What  is  happen- 
ing to  the  80  percent  of  people  that  the  VA  system  is  not  getting 
at. 

Dr.  Gerdeman.  Well,  I  believe — and  this  was  a  study  done  in 
1988. 

Chairman  Rockefeller.  And  this  is  not  just  Vietnam.  We're 
talking  Korean,  World  War  II.  We're  talking  Persian  Gulf  We're 
talking  all  kinds  of  veterans,  right? 

Dr.  Gerdeman.  At  this  point,  the  study  in  1988  was  for  the  Viet- 
nam veterans.  And  they  found  that  only  20  percent  of  close  to  a 
half  a  million  whom  they  projected  had  PTSD  had  ever  sought  any 
kind  of  treatment.  I'm  not  sure  that  we  have  more  recent  figures, 
because  since  then,  there  have  been  major  new  initiatives  by  the 
central  office  to  open  up  new  specialized  inpatient  programs. 

We  now  have  what  is  called  "Outpatient  PCT,"  which  is  an  out- 
patient program.  We  have  inpatient  programs  of  which  we  have  ex- 
panded from  approximately  8  I  think  in  1988  to  have  approxi- 
mately 24  at  this  point.  We  have  the  PRRPs,  of  which  there  are 
seven  now. 
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So,  with  funding  from  Congress  plus  the  initiatives  from  the 
Central  Office,  a  lot  more  specialized  programs  that  focus  on  war 
trauma  are  now  available,  and  all  of  tnem  have  very  long  waiting 
lists. 

Chairman  Rockefeller,  Let  me  now  ask  any  of  you  who  care 
to  comment  about  the  deficiencies  that  we  have  within  the  VA  sys- 
tem as  you  see  them,  in  terms  of  treating  the  medical  needs  of 
women  veterans. 

Dr.  Jackson.  I  think  that  primarilv — I  know  from  my  stand- 
point, as  I  look  at  a  veteran  or  as  I  look  at  a  patient,  be  they  male 
or  female,  they  all  deserve  quality,  privacy,  those  sort  of  things, 
primary  care  and  good  quality  care  that's  directed.  I  do  not  see 
OBGYN  people  in  the  VA,  but  we  do  have  rapid  and  easy  access 
to  those  consulted  services. 

Chairman  Rockefeller,  On  a  contract  basis? 

Dr.  Jackson.  Yes,  on  a  contract  basis,  so 

Chairman  Rockefeller.  Because  there  would  be  plenty  of 
women  veterans  who  would  still  be  of  childbearing  age. 

Dr.  Jackson.  Absolutely,  absolutely.  Being  a  primary  care  physi- 
cian and  family  practitioner,  I  could  deliver  them  myself,  but  we 
don't  even  have  a  suite  in  the  VA  setting;  so,  that  would  be  a  little 
difficult.  But  I  feel  that  we  do  provide  a  good  quality  of  care. 

The  volume  of  care,  of  course,  as  it  increases,  then  I  would  say 
that  the  familiarity  with  that  would  then  be  reestablished.  I  came 
from  a  primary  care  setting  with  a  large  number  of  female  patients 
and  did  deliveries,  and  that  sort  of  thing.  A  number  of  our  doctors, 
at  least  in  our  hospital,  have  this  experience,  and  I  still  feel  that 
way. 

So,  I  think  that  they  want  to  address  those  things.  And  women 
veterans,  especially,  osteoporosis,  they  probably  would  be  worried 
about  it  as  they  age,  and  some  of  the  other  entities,  ovarian  cancer 
or  cervical  cancer,  preventive  medicine  screening  for  that  as  well 
as  for  breast  cancer. 

Being  a  physician,  we  focus  on  those  things  the  same  as  we 
would  for  a  male  veteran.  You  Just  look  at  the  patient  and  say, 
**What  does  this  patient  need?  What  is  the  quality  of  care  that  they 
need?  And  how  can  I  help  them  with  that?  How  can  I  teach  them 
to  take  care  of  themselves?" 

So,  that's  primarily  what  we  do  in  our  section  is  try  to  focus  on 
the  needs  of  the  particular  individual,  be  them  male  or  female,  and 
provide  them  with  the  best  care  that  we  can. 

Chairman  Rockefeller.  Dyke,  do  you  have  any  comments  on 
that? 

Mr.  PiSEGNA.  I've  seen  an  increase  in  the  last  8  months  in  the 
female  veteran  coming  to  the  medical  center.  Currently,  we  do  have 
adequate  private  rooms,  and  have  available  in  the  community 
under  fee  for  service  contract  physicians  that  respond  immediately 
to  the  demands  of  the  female  veteran. 

Chairman  Rockefeller.  Is  there  a  set-aside  line  item  in  your 
budget  to  contract  for  services  of  that  sort? 

Mr.  PiSEGNA.  Mr.  Chairman,  we  budget  each  year  for  contract 
services  in  the  areas  of  operation  from  orthopedics  to  the  treatment 
of  female  patients,  and  so  forth.  It's  not  a  separate  line  item,  no, 
just  for  women  veterans,  definitely  not. 
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But  we  see  a  need  for  more  private  rooms  as  we  look  in  the  fu- 
ture; no  doubt  in  my  mind  that  is  coming.  We're  thinking  about  it 
now  to  convert  some  of  the  rooms  we  have,  i.e.,  two  bedrooms,  four 
bedrooms,  to  redesign  structure  to  add  to  our  capabihty  of  more 
private  facilities  for  women  veterans.  We  are  looking  at  this  future 
need. 

Chairman  Rockefeller.  John,  you  work  hard  on  outreach? 

Mr.  LooNEY.  Yes. 

Chairman  Rockefeller.  And  have  tried  to  reach  both  men  and 
women? 

Mr.  LooNEY.  Yes. 

Chairman  Rockefeller.  In  terms  of  our  male  veteran  popu- 
lation, are  you  satisfied — I  think  you're  not  satisfied  in  terms  of 
awareness  of  PTSD  treatment,  but  are  you  satisfied  on  the  non- 
PTSD  health  care  front  that  veterans  in  the  State  of  West  Virginia 
are  fully  aware  of  what  services  are  available  for  them  at  VA  cen- 
ters and  also  whether  or  not  they  are  eligible  for  those  services? 
Or  do  you  think  there  remains  a  level  of  confusion  about  this? 

Mr.  LooNEY.  We  get  veterans  coming  in  both  sexes — coming  in 
and  asking  what — particularly,  the  ones  that  are  coming  out  from 
active  duty  now;  are  coming  in  and  asking,  "What  are  my  bene- 
fits?" Since  we're  sort  of  the  front  door  to  the  VA,  we  get  all  of 
those  questions.  And  there  is  some  confusion,  and  I  don't  know  .  .  . 
That's  just — I  think  maybe  that's  been  an  ongoing  problem.  I  had 
the  same  sort  of  confusion  when  I  got  off  active  duty,  and  it  took 
me  a  while  to  figure  out  what  was  available,  and  what  was  appro- 
priate for  me  to  request. 

So,  we're  finding  ourselves  doing  a  lot  of  education  to  the  veter- 
ans coming  in.  Female  veterans  from  World  War  II,  we  headed  in- 
formation dates  for  female  veterans  in  World  War  II;  and  some  of 
those  World  War  II  veterans  did  not  realize  they  had  the  same  hos- 
pital care  privileges  that  the  males  did,  and  so  we  kind  of  debunk 
the  misinformation  that  they've  picked  up  along  the  way.  So,  yeah, 
that's  part  of  our — actually,  that's  just  part  of  our  mission  at  the 
Vet  Center  to  educate  folks  on  what  their  benefits  are. 

Chairman  Rockefeller.  Let  me  ask  a  question.  I  guess  this 
would  go  to  you  again,  Dr.  Jackson.  The  question  has  to  do  with 
making  the  VA  waiting  list  friendly.  As  a  public  person,  when  I  call 
my  office,  I  alwavs  call  through  my  receptionist,  which  would  be 
your  local  switchboard,  even  though  I  know  the  specific  separate 
numbers  of  people  who  work  in  my  office.  I  do  that  for  a  very  spe- 
cific reason,  because  every  time  I  call  my  office — whether  I'm  here 
or  somewhere  else,  even  within  the  Capitol  Building — I  want  to 
hear  the  tone  in  the  voice  when  the  receptionist  answers,  "Senator 
Rockefeller's  office.  Can  I  help  you?"  In  other  words,  whether  it's 
upbeat  or  downbeat.  When  I  interview  for  a  receptionist,  I  tell  that 
person  that's  the  most  important  position  in  the  entire  office;  and 
I  mean  it. 

So,  the  question  is  how  veterans  perceive  they  are  treated,  wel- 
comed. Is  it  half-hearted,  full-hearted,  no-hearted?  Obviously, 
human  nature  differs.  We  have  stopped  asking  for  a  perfect  world. 
It  never  works  very  well,  but  I  think  you're  specifically  working  on 
that,  are  you  not,  Dr.  Jackson? 

Dr.  Jackson.  Yes,  yes. 
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Chairman  Rockefeller.  Maybe  I  can  hear  a  word  from  any  of 
you  on  that,  and  then  I  will  need  to  go  on  to  the  next  panel.  Any 
of  you  are  free  to  comment  on  that?  It's  just  something  that's  very 
important  to  me  and  to  the  Secretary. 

Mr.  PiSEGNA.  I  just  want  to  say  that  to  me  one  of  the  prime  con- 
cerns of  either  a  good  medical  center  or  a  so-so  medical  center,  is 
that  first  image  is  so  important.  One  of  the  strong,  supporting 
beams  of  that  image  is  the  full-time  patient  representative  who 
monitors  continuously  any  complaints  from  the  veterans  in  a  wait- 
ing room,  the  rapport  with  doctors,  nurses,  support  staff,  et  cetera. 

We  have  found  many  incidents  of  the  recurring  trend  where  one 
or  two  people  seem  to  have  that  lack  of  compassion  and  we  focus 
on  that,  hoping  to  correct  that  bad  habit,  but  overall — it's  one  of 
those  situations,  Mr.  Chairman,  that  focuses  on  the  mood  of  the 
employee,  the  mood  of  that  veteran  at  the  time  he  comes  into  the 
hospital  as  to  the  reaction  we're  going  to  receive. 

And  I  found  that  so  true  also  in  what  I  call  a  congressional  letter 
that  came  to  us  about  a  disgruntled  veteran  and  the  satisfaction 
surveys  that  we  periodically  run  throughout  the  hospitals,  indi- 
cates the  mood  is  a  very  important  factor.  But  still  we  as  employ- 
ees must  overcome  that  mood.  It's  our  responsibility  to  be  compas- 
sionate at  all  times,  courteous  at  all  times,  caring  at  all  times,  be- 
cause that  veteran  deserves  our  best  when  he  comes  through  our 
doors  he  has  a  problem.  No.  1.  We  must  face  up  to  that  problem. 
It's  not  our  problem;  it's  his  problem.  But  it's  our  job  to  help  him 
solve  that  problem;  so,  I  have  found  though  patient  rep  involve- 
ment, there's  been  tremendous  improvement  but  not  to  the  degree 
I'd  like  to  see  yet.  We'll  never  give  up  on  improving  our  posture, 
believe  me. 

It's  one  of  our  prime  efforts  to  teach  the  staff  and  to  make  them 
fully  aware  that  the  initial  contact  is  very  important. 

Dr.  Jackson.  With  the  term  "disease"  means  you  don't  feel  good; 
you're  not  as  ease.  And  we  need  to  understand  that,  first  of  all, 
when  a  patient  comes  in.  I  think  they  need  to  be  received  and  they 
need  to  be  received  with  a  positive  attitude. 

I  focused  on  that  when  I  was  in  private  practice,  and  I'm  focusing 
on  that  now  in  the  ambulatory  care  sections  as  well  as  the  work 
unit,  and  what  we  call  the  quadrant  group,  which  is  representa- 
tives from  the  medical  administration  service  and  nursing  and  the 
patient  rep.  And  we're  trying  to  focus  on  improving  that  personal- 
ity. 

There  are  three  things  that  medicine  needs  in  order  to  function, 
and  it's  not  the  first — the  fourth  thing  is  medical  expertise.  The 
first  three  things  are  personality,  responsibility,  and  accountability. 

The  patient  has  to  be  accountable,  but  so  does  the  physician,  so 
does  the  staff.  They  have  to  be  responsible  to  one  another.  There 
needs  to  be  an  esteem  that  they  have  one  for  another.  And  it's  an 
understanding;  this  is,  in  my  opinion,  a  prepaid  plan,  because  they 
endured  the  prepaid  sometimes  with  almost  their  life. 

And  I  think  that  they  deserve — anyone,  but  especially  veterans 
deserve  somebody  saying,  "Hey,  how  are  you  doing?  I  understand 
where  you're  coming  from.  Let's  talk."  That  way  they  begin  to  be- 
come more  comfortable  in  addressing  the  PTSD  program,  more 
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likely  than  to  bring  up  their  own  needs  in  that  environment  than 
in  an  environment  that's  sterile  and  hard. 

I  believe  in  sort  of  "the  field  of  dreams'  philosophy"  of  medicine. 
If  you  would  build  it,  they'll  come.  We  will  have  plenty  of  patients, 
because  they  are  seeking  caring,  loving,  attentive,  and  listening 
people.  Now,  that  doesn't  just  mean  physicians  or  physician  assist- 
ants or  nurses;  that  means  the  medical  administration  service.  We 
work  together  as  a  team.  The  team  doesn't  function  if  there  is  a 
weak  link.  It's  only  as  strong  as  that  weak  link. 

And  MAS  has  a  big  function.  They  need  to  be  receiving  a  patient. 
A  patient  rep  helps  that,  but  the  patient  also  needs  to  be  received 
by  a  personality  that  is  smiling,  receptive,  directive,  has  some  con- 
fidence in  what  they  are  doing  and  knows  what  that  patient  is 
there  for.  And  if  they  don't  have  anything  listed  on  a  sheet,  then 
they  may  need  to  be  able  to  say.  Are  you  here  and  you're  not 
scheduled  and  not  making  an  accusing  or  judgmental  statement 
that  that's  Juanita's  fault"  or  excuse,  "You're  a  pain,"  but  say, 
"This  is  the  way  we  can  help  you,"  because  that's  why  we're 
there — they're  people,  and  they're  not  numbers;  they're  not  diag- 
noses. They  are  people  that  are  hurting;  that's  why  it's  called  dis- 
ease. 

Chairman  Rockefeller.  Thank  you,  sir. 

John. 

Mr.  LooNEY.  Senator,  one  thing  that  I  wanted  to  mention  is  that 
I  really  appreciate  the  new  efforts  that  are  being  done  I  believe  by 
Senator  Akaka's  bill  about  the  Vet  Centers  having  medical  person- 
nel in  the  Centers  periodically  to  do  screening  for  Medicare. 

That  is  the  way  to  make  sure  that  people  know  that  it's  OK  to 
et  treatment  from  a  medical  center  and  what  their  benefits  are. 
d  that  particularly  in  rural  West  Virginia,  I  think  it's  real  im- 
portant that  we  do  that. 

Chairman  Rockefeller.  Good.  Any  final  comment,  doctor? 

Dr.  Gerdeman.  Yes,  I  would  just  like  to  say  I  think  that  is  prob- 
ably why  we  have  more  veterans  with  PTSD  coming  in  for  treat- 
ment because  the  VAs  are  much  more  open  and  attentive  and  cour- 
teous. Before  they  generally  felt  that  they're  not  wanted  and  gen- 
erally they  are  very  distrustful.  And  so  it  becomes  very  critical  in 
their  treatment  that  they  have  someone  there  who  is  going  to  lis- 
ten, be  attentive,  courteous,  and  kind  as  well  as  provide  quality 
treatment. 

Chairman  Rockefeller.  You  know,  it's  not  just  veterans.  It's 
every  single  person.  When  I've  been  to  hospitals,  you  go  to  a  hos- 
pital waiting  room — just  recently  my  wife  was  injured,  and  so  I 
spent  some  time  there.  There's  a  lot  of  anxiety,  needless  anxiety, 
that  builds  up  if  people  are  discourteous,  and  it  takes  whatever 
you've  got  and  makes  it  much  worse. 

Dr.  Jackson.  Talks  about  this  community. 

Chairman  Rockefeller.  It  is  basic,  and  it's  hard  because  of 
what  you  mentioned — we've  got  human  nature  involved,  and  you 
know  people  who  are  doing  the  receiving  can  have  a  real  bad 
evening  or  day.  I'm  really  glad  that  Secretary  Brown  has  focused 
on  that.  I  really  am,  and  I've  talked  with  Sonny  Montgomery  about 
it.  To  me  it  really  makes  a  difference,  and  it's  almost  the  most  im- 
portant sign  of  respect.  Everything  that  comes  afterward  is  prob- 
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ably  going  to  be  pretty  good.  There  are  going  to  be  some  problems, 
but,  it's  going  to  be  pretty  good.  But  that  first,  "Are  you  a  person? 
Are  you  welcome  here  or  are  you  not?"  is  really  important. 

People  are  pretty  quick  to  make  up  their  minds.  I  know  that  I 
am.  When  I  took  my  wife  to  the  hospital  when  she  broke  some  ribs, 
there  was  a  person  in  there  freaking  out.  I  understood  what  was 
happening,  because  I  am  a  mature  adult,  coming  from  Washington 
where  a  lot  of  people  freak  out,  and  I  understood  that. 

But  still,  I  was  nervous.  It  had  taken  me  an  hour  and  a  half  to 
get  from  the  Senate  to  Georgetown  Hospital.  I  didn't  know  the  con- 
dition of  my  wife.  I  didn't  know  what  kind  of  a  tree  had  fallen  on 
the  car.  I  was  in  a  high  state  of  anxiety.  In  fact,  I  didn't  get  imme- 
diate attention;  and  even  though  it  was  clear  as  to  why  I  didn't  get 
attention,  it  increased  my  anxiety  enormously.  It  is  incredibly  im- 
portant; it's  something  I'm  going  to  be  hammering  away  at  all  over 
this  country. 

Joe,  I  apologize  because  I  haven't  asked  you  a  Question.  It's  not 
a  matter  of  discourtesy;  it's  a  matter  of  our  timetable.  I  would  like 
to  thank  all  of  you  very,  very  much  for  coming.  Some  of  you  have 
come  long  distances,  and  I'm  very  grateful.  Dyke,  you're  the  only 
one  who  could  take  the  bus  this  morning. 

Mr.  PiSEGNA.  Home-court  advantage. 

Chairman  Rockefeller.  I  thank  you  very  much,  I  appreciate  it. 
We  appreciate  it. 

I  will  go  on  to  our  third  panel  and  last  panel,  which  consists  of 
our  advocates  for  veterans,  who  will  share  their  insights  on  what 
they  hope  national  health  care  reform  will  bring.  Incidentally, 
we're  talking  about  national  health  care  reform  and  courtesy  in 
treating  people;  that  is  not  inconsistent. 

What  will  national  health  care  reform  mean  for  veterans  in  areas 
like  West  Virginia,  which  tend  to  be  rural?  We're  fortunate  to  have 
very  key  veteran  leaders  here  this  morning  to  do  the  testifying  for 
us. 

I  would  like  for  the  following  people  to  come  forward.  Mr.  Gail 
Harper,  who  is  the  State  Director  for  the  West  Virginia  Depart- 
ment of  Veterans  Affairs.  If  there's  any  such  thing  as  a  West  Vir- 
ginia veterans'  glue,  that  would  have  to  be  Gail.  He  keeps  the  vet- 
erans organizations  on  track  and  fighting  for  veterans'  benefits  at 
the  State  level  and  in  Washington,  DC.  He  has  been  an  advocate 
and  friend  to  veterans  for  many  years,  and  I  couldn't  be  happier 
that  you  are  with  us. 

Mr.  Harper.  Thank  you.  Senator. 

Chairman  Rockefeller.  I  just  wanted  you  to  know  you're  not 
going  to  be  all  by  yourself  there.  We  also  have  Mr.  John  Shumate, 
who  is  the  former  West  Virginia  Commander  of  The  American  Le- 
gion. John  is  a  Beckley  resident  who  was  with  me  several  years  ago 
when  Secretary  Derwinski  visited  Martinsburg.  John,  welcome. 
Please  come  forward.  I'm  glad  you're  here. 

We  also  have  Mr.  Tony  Pansera.  Please  come  forward.  Tony  is 
the  State  Commander  of  West  Virginia  AMVETS.  'Tony  is  a  very 
active  veteran  from  Mount  Gay,  and  we  welcome  him  very  much. 

Mr.  Jack  Day.  Jack  just  recently  completed  his  term  as  Com- 
mander of  the  State  Disabled  American  Veterans.  Jack  is  a  long- 
time friend — most  of  these  folks  are — and  he's  also  a  good  friend 
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of  Dennis  Altizer,  which  puts  him  in  a  special  category.  It's  always 
good  to  see  you,  Jack. 

Mr.  Robert  Kesling,  Commander  of  West  Virginia's  Department 
of  Veterans  of  Foreign  Wars.  Bob  is  from  Clarksburg.  Did  you  come 
this  morning  or  last  night? 

Mr.  Kesling.  This  morning. 

Chairman  Rockefeller.  This  morning.  Was  it  raining  up  there? 

Mr.  Kesling.  Not  yet. 

Chairman  Rockefeller.  Not  yet.  We  heard  it  here,  didn't  we? 
When  I  left  Charleston  this  morning  it  was  raining,  and  I  didn't 
know  if  it  was  going  to  rain  here.  I'm  glad  you  came.  Bob,  I  would 
like  to  congratulate  you  on  becoming  State  Commander.  That's 
very,  very  excellent.  Did  it  happen  just  a  couple  of  weeks  ago? 

Mr.  Kesling.  In  June. 

Chairman  Rockefeller.  In  June.  Well,  that's  a  of  couple  weeks 
ago,  isn't  it?  Bob,  I  also  want  to  thank  you  for  coming  to  Washing- 
ton in  March. 

Mr.  Kesling.  Right. 

Chairman  Rockefeller.  You  did  that  to  be  a  part  of  the  VFW 
dinner  where  I  was  very,  very  honored  to  receive  the  Congressional 
Award  from  the  VFW,  and  the  fact  that  you  were  there  with  me 
meant  a  lot  to  me. 

Mr.  Kesling.  It  meant  a  lot  to  us,  too. 

Chairman  Rockefeller.  Thank  you,  sir. 

Mr.  John  Morrow,  who  is  the  President  of  the  West  Virginia 
State  Council  of  the  Vietnam  Veterans  of  America,  is  here.  John 
and  I  have  known  each  other  for  a  long  time.  I'm  very  glad  to  know 
that  you  are  able  to  be  with  us  this  morning. 

And  finally,  Randy  Pleva,  who  is  the  West  Virginia  Commander 
of  Paralyzed  Veterans  of  America.  Randy  and  I  nave  known  each 
other  a  long  time  also.  Randy  and  John,  in  fact,  both  testified  be- 
fore the  Committee  at  a  field  hearing  2  years  ago.  Randy  is  a  tire- 
less worker.  He  and  I  have  often  talked  about  the  needs  of  veter- 
ans, particularly  paralyzed  veterans.  I  respect  his  opinion,  and  I 
know  he  and  members  of  my  staff  talk  often. 

We  are  very  happy  that  you're  all  here  this  morning.  Let  me  re- 
mind you  that  your  written  statements  are  already  a  part  of  the 
record,  so  that  you  do  not  need  to  repeat  them  word  for  word.  I  re- 
mind you,  again,  that  we  have  a  5-minute  limit  on  your  oral  testi- 
mony, which  I  will  exercise  fairly  strictly  so  that  we'll  have  a 
chance  for  questions.  This  is  a  real  good  opportunity.  Gail,  let's 
start  off  with  you. 

STATEMENT  OF  G.L.  HARPER,  DIRECTOR,  WEST  VIRGINIA 
DIVISION  OF  VETERANS  AFFAIRS 

Mr.  Harper.  OK,  I  appreciate  that.  Not  going  verbatim  from  my 
testimony,  I  appreciate  that  Secretary  Jesse  Brown's  assurance 
that  VA  hospitals  will  remain  and  with  their  own  identity.  That's 
one  thing  that  was  really  a  concern. 

A  couple  of  things:  Dr.  Jackson  stressed  the  endeavors  to  make 
a  more  personable  impression  on  the  veterans  when  they  come  in 
the  door.  That  is  of  great  concern.  We  have  a  lot  of  complaints  re- 
garding that. 
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Fee  basis  cards,  that's  a  major  problem;  I  think  all  these  guys 
will  attest  to  that.  Our  veterans  are — their  fee  basis  cards  are 
being  revoked.  They're  having  to  drive  for  miles  and  miles,  and 
that's  creating  major,  major  problems. 

I'm  trying  to  review  some  of  my  notes  here  to  where  I  won't  go 
verbatim.  The  aspect  of  the  doctors  of  foreign  descent.  We're  having 
major  problems  with  veterans  not  being  able  to  understand  those 
doctors. 

Some  of  the  medications  are  being  denied  veterans,  that  veterans 
have  to  go  out  and  purchase  them  locally — just  a  number  of  major 
complaints  within  the  VA  system,  that  it  appears  from  the  assur- 
ance of  Jesse  Brown  and  yourself  that  some  of  those  problems  are 
going  to  be  overcome. 

Other  than  that  I've  tried  to  touch  on  the  major  problems.  I  be- 
lieve that  we  need  to  have  more  OF  the  ignoble  health  clinics.  With 
our  rural  West  Virginia  being  the  way  it  is,  our  veterans  have  to 
travel  long  distances  to  get  to  the  VA  hospitals. 

I  know  in  some  of  the  other  states,  the  rural — the  mobile  units 
are  working  fine.  And  I  think  here  in  West  Virginia  maybe  the 
catchman  areas  at  each  VA  hospital  could  be  extended  by  the  mo- 
bile health  clinics. 

Other  than  that,  our  60,000  World  War  I  veterans  will  be  reach- 
ing— a  great  number  of  those  will  be  reaching  nursing  care  staffs 
by  the  year  2000.  The  average  age  of  a  World  War  II  veteran  is 
67,  68  years  of  age.  I  believe  we  need  to 

Chairman  Rockefeller.  You  said  World  War  I. 

Mr.  Harper.  I  mean  World  War  II,  yes.  Sorry. 

Chairman  Rockefeller.  60,000. 

Mr.  Harper.  Our  World  War  II  veterans,  their  average  age,  67, 
68  years  of  age.  Here  in  West  Virginia,  we  are  trying  to  meet  that 
challenge.  I  have  requested  moneys  from  the  legislature  to  do  a  fea- 
sibility study  of  Barboursville  Veterans  Home,  to  elevate  40  of 
those  vets  to  nursing  care  staff  down  there.  I  haven't  been  success- 
ful with  that  yet. 

I  do  know  that  some  of  the  VA  hospitals  like  Dyke  Pisegna's  shop 
here  at  Beckley,  some  of  the  others  have  nursing  care  facilities  on- 
line in  the  near  future,  but  that's  going  to  be  the  thing  to  come  for 
our  West  Virginians.  As  far  as  we've  mentioned  World  War  I  veter- 
ans, we've  had  some  complaints  from  some  World  War  I  veterans 
being  denied  medications  at  VA  hospitals.  That's  one  of  their — 
that's  by  law  that  they  are  entitled  to  those  medications. 

So,  when  we  in  Veterans'  Affairs  receive  complaints  like  that,  we 
go  directly  to  the  medical  centers'  directors  and  try  to  rectify  that 
situation.  We  deal  with  the  patient  representatives.  They  were 
mentioned  here  today,  and  I  think  they  are  a  real,  real  plus  for  our 
veterans. 

Chairman  Rockefeller.  Gail,  thank  you  very,  very  much. 

Mr.  Harper.  Thank  you. 

[The  prepared  statement  of  Mr.  Harper  appears  on  p.  49.] 

Chairman  Rockefeller.  Randy. 
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STATEMENT  OF  RANDY  PLEVA,  PRESIDENT,  WEST  VIRGINIA 
CHAPTER,  PARALYZED  VETERANS  OF  AMERICA 

Mr.  Pleva.  Thank  you,  Mr.  Chairman,  for  this  opportunity  to 
speak  this  morning.  C5ne  of  the  things  that — as  vou  know,  that  I 
have  spoken  with  you  before  about  is  spinal  cord  injury  as  a  vet- 
eran in  the  State  of  West  Virginia.  As  you  said  in  your  opening 
statement  today,  it's  been  15  years  since  a  field  hearing  has  been 
conducted  in  Beckley. 

And  as  you  said,  that  a  lot  has  changed.  A  lot  had  not  changed 
in  spinal  cord  injuries  for  veterans  in  the  State  of  West  Virginia 
in  the  last  15  years,  except  we  might  have  safer  transportation  to 
take  them  4  to  500  miles  to  an  SCI  center. 

Now,  one  of  our  concerns  also  is  the  entitlement,  VA  entitlement. 
There  seems  to  be  some  clarification  or  something  that  would  help 
these  catastrophically  injured  veterans  where  they  would  be — 
would  automatically  receive  the  category  A,  so  they  wouldn't  have 
to  spend  their  life's  savings  to  get  treatment  or  would  have — ^be- 
cause that's  the  only  way  that  you  can  be  Category^  A  is  if  you're 
impoverished  or  service  connected.  And  I  am  right  now  talking 
about  the  non-service-connected  veterans. 

That's  why  we  believe  that  all  catastrophically  injured  veterans 
should  be  entitled  to  category  A.  As  the  statistics  show:  That  if 
you're  injured  in  a  rural  area,  you  have  a  three  or  four  times  high- 
er risk  of  dying  than  if  you're  a  city  dweller. 

And,  Mr.  Chairman,  as  you  well  know,  as  we  have  spoken  so 
many  times,  along  with  your  staff,  that  there  is  many  problems  in 
the  State  of  West  Virginia  and  in  rural  areas  with  the  VA  system 
for  spinal  cord  injuries  of  veterans. 

It's  not  just  the  problems  as  far  as  transportation  or  not  having 
any  person  that  would — instead  of  a  social  worker,  but  you're  also 
looking  at  the  transportation  problem  that  we  do  have  here  in  this 
State.  A  lot  of  buses  are  not  accessible  to  take  these  men  and 
women  to  the  hospitals. 

You  know,  even  if  you  do  have  the  category  A,  if  you  have  got 
all  the  prosthetics  that  you  need,  it's  still  the  most  shameful  prob- 
lem in  the  State  of  West  Virginia  and  in  rural  areas  is  that  you 
don't  have  the  physicians;  you  don't  have  the  nurses  that  know 
how  to  take  care  of  an  SCI  veteran  when  he  comes  into  the  hos- 
pital— when  he  or  she  comes  into  the  hospital. 

And  when  they  are  sitting  there  waiting  3  to  4  days  to  be  trans- 
ferred to  an  SCI  center,  they  are  not  being  turned.  Their  catheters 
are  not  being  taken  care  of,  and  then  when  they  do  get  to  Rich- 
mond, they  do  have  skin  ulcers.  They're  anywhere  between — I'll  say 
2  or  3  weeks  should  be  the  max  from  the  time  I  would  be  trans- 
ferred to  Beckley  into  Richmond,  have  an  annual  checkup. 

You're  looking  somewhere  around  3  or  4  months  when  these 
things  are  not  taken  care  of,  and  this  could  be  automatically  de- 
ducted right  off  the  budget.  I  know  there  is  great  concern  about  the 
VA  budget,  but  if  you  at  least  have  one  person  in  that  hospital  that 
knows  how  to  take  care  of  a  SCI  or  disease,  then  this  wouldn't  hap- 
pen. 

We  did  a  survey  of  120  members  in  the  State  of  West  Virginia. 
Out  of  120  members,  85  members  do  not  have  yearly  checkups.  I 
think  somewhere  along  the  line  of  55  of  them  haven't  had  a  yearly 
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checkup  in  6  years.  This  is  dangerous  to  people  Hke  us.  The  reason 
being,  because  thev  don't  want  to  go  to  a  VA  hospital  where  they're 
not  going  to  be  taken  care  of.  And  this  is  a  great,  a  great  concern 
for  us;  it  really  is. 

I  know  I'm  on  the  yellow  light  here.  OK,  we  also  believe  that 

Chairman  Rockefeller.  Randy,  I  have  to  ask  you  to  please 
wrap  for  us. 

Mr.  Pleva.  But  we  also  believe  that  if  you  would  have  a  spinal 
cord  injury  clinic  in  the  area,  which  would  help.  If  you  cannot  get 
a  clinic — which  we  don't  want  to  back  off  on — can  we  at  least  have 
someone  local  in  the  State  of  West  Virginia  that  knows  how  to  take 
care  of  SCI  people.  And  we  have,  as  you  know,  documentation  of 
how  these  people — how  they  take  care  of  an  SCI  patient,  just  like 
you  had  the  concern  with  how  well  they're  treated. 

Some  of  the  SCI  veterans  are  treated — I  don't  care  what  hospital 
you  go  in — ooh,  hands  off.  I  don't  want  nothing  to  do  with  that  per- 
son. It's  understandable.  I  understand  that,  but  to  us,  it's  not  un- 
derstandable. 

And  I  appreciate  the  time  that  you've  given  us  and  the  paralyzed 
veterans  for  this  testimony.  Thank  you. 

Chairman  Rockefeller.  Randy,  thank  you  very  much. 

[The  prepared  statement  of  Mr.  Pleva  appears  on  p.  51.] 

Chairman  Rockefeller.  John  Shumate. 

STATEMENT  OF  JOHN  SHUMATE,  FORMER  COMMANDER,  THE 
AMERICAN  LEGION,  DEPARTMENT  OF  WEST  VIRGINIA 

Mr.  Shumate.  Thank  you,  Mr.  Chairman,  for  letting  us  be  in 
here.  Mr.  Glenwood  Burton  was  not  able  to  attend  the  meeting, 
and  we  have  several  questions  we  would  like  to  ask. 

If  we  open  the  VA  nospital  in  conjunction  or  in  competition  with 
the  private  sector,  what  is  to  happen  to  these  people,  like,  a  man 
and  his  wife — or  veteran  and  his  spouse  if  they  were  in  an  accident 
or  what-have-you?  They'd  take  the  veterans  into  the  VA  hospital, 
and  the  spouse  or  the  mate  would  go  somewhere  else. 

Now,  there's  a  catchall  thing  not  in  the  private  sector.  They  will 
take  the  veterans  and  nonveterans  both  in  there.  Now,  this  holds 
true  like  the  TB  chain  that  we  had  out  here  coming  into  our  Nation 
they  have  no  vaccine  for.  If  a  man  and  his  family  has  to  be  divided, 
what  type  of  thing  do  we  have  to  take  care  of  this?  This  has  been 
asked  of  me,  oh,  I'd  say,  40  or  50  times  within  the  last  year. 

We  realize  that  there  will  be  a  change  in  the  veterans  care,  but 
how  is  that  going  to  work  with  our  national  health  care? 

Chairman  Rockefeller.  John,  it  isn't  fully  determined  yet  how 
the  interactions  will  be,  but  the  basic  feeling  is  that  the  VA  system 
is  going  to  be  left  as  it  is.  There  will  be  some  interaction;  that's  in- 
evitable. There  is  now  and  there  always  will  be. 

There  will  be  a  basic  benefit  package  that  will  be  a  very  fine  ben- 
efit package,  which  will  be  available  to  all  Americans,  including 
veterans.  As  to  what  would  happen  with  the  spouse,  at  this  point, 
that  is  not  yet  finally  decided. 

If  the  spouse  has  a  separate  insurance  policy  or  separate  place 
of  care,  that  might  very  well  continue. 

Mr.  Shumate.  Some  of  them  had  to  adiust  to  the  fact  that  maybe 
they'd  be  able  to  take  in  the  spouse — like  the  children  and  the 
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spouse  in  the  VA  thing,  which  was  a  culmination  of  that.  However, 
I  do  not  know  yet;  I'm  asking  a  question  that  has  been  proposed 
to  me  at  the  time. 

Chairman  Rockefeller.  The  final  answers  on  that  are  not  out 
yet. 

Mr.  Shumate.  Thank  you.  We  thank  you  very  much. 

Chairman  Rockefeller.  Do  you  have  any  comments  that  you 
want  to  make  on  what  you  want  to  see  come  out  of  national  health 
reform  and  its  relation  snip  to  VA  health  care? 

Mr.  Shumate.  No,  sir.  I  would  like  to  see  it  to  where  that  we 
could  be  in  competition  with  the  private  sector,  which  would  take 
quite  a  bit  of  money;  I  realize  that.  Because  we'd  have  to  revamp 
the  whole  VA  system  in  order  to  put  it  on  that  level.  But  I  think 
all  veterans  need  that.  No  other  Nation  on  the  face  of  this  earth 
has  the  type  of  thing  that  we  have  here  for  our  health  care.  I  would 
like  to  see  ours  improve,  and  I  think  we  have  the  people  up  there 
that  are  qualified  to  do  it. 

I  don't  want  to  see  it  come  under  the  Canadian  thing,  but  I  think 
we  will  go  somewhere  probably  with  the  German  theory  of  what 
they  have  on  their  health  care.  I  hope  and  pray  that  these  fellows 
that  are  already  there  will  be  satisfactory  to  all  people.  Thank  you 
very  much. 

Chairman  Rockefeller.  Thank  you,  John.  Tony  Pansera,  we're 
very  glad  to  hear  from  you. 

STATEMENT  OF  ANTONIO  S.  PANSERA,  COMMANDER,  AMVETS, 
DEPARTMENT  OF  WEST  VIRGINIA 

Mr.  Pansera.  Thank  you,  Mr.  Chairman.  First  of  all,  I  would  like 
to  thank  you  for  inviting  me  down  to  testify  on  the  VA  health  care 
for  West  Virginia  veterans. 

I  would  like  to  also  thank  the  State  council  for  support  for  Sen- 
ate bill  452,  and  that  would  be  to  establish  programs  for  rural 
health  care  clinics,  including  the  contact  services,  and  mobile  clin- 
ics. I  can  think  of  no  better  way  to  improve  the  VA  services  deliv- 
ery fi-om  here  in  West  Virginia  as  well  as  to  the  rural  States.  They 
have  strongly  supported  the  concept  of  increasing  health  care  serv- 
ices to  old  veterans  as  provided  in  the  legislation. 

As  you  know  yourself.  Senator,  West  Virginia's  beautiful  scenery 
can  also  make  it  a  very  difficult  State  to  travel.  It  is  one  reason 
why  we  strongly  support  the  Senate's  review  of  rural  health  care. 

It  is  very  important  to  remember  that  there  are  also  difficulties 
in  implementing  the  legislation,  because  we  often  criticize  eligi- 
bility rules  of  VA  care.  Let  us  throughout  the  State  of  West  Vir- 
ginia, and  representing  the  post  that  has  over  400  members,  have 
also  voiced  their  opinion  about  the  Huntington  VA  facility. 

Their  decisions  and  discussions  also  have  been  involved  in  ex- 
tremely long  lines  at  the  pharmacies  and  the  turnover  time  to  re- 
ceiving prescriptions  through  the  mail,  in  the  overcrowded  waiting 
rooms  due  to  the  number  of  civilians. 

We  realize  that  it  is  as  good  a  time  to  have  loved  ones  around 
during  this  period  of  time  or  in  this  period  of  need.  We  must  con- 
sider the  patient's  care  first;  therefore,  the  following  should  be  ad- 
dressed: That  there  should  be  more  serviceworkers  to  speed  up  the 
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procedures,  and  there  should  be  a  limit  to  civilians,  so  the  patient 
may  receive  the  proper  care  and  attention  desired. 

I  speak  heavily  about  this  because  recently  I  also  went  to  a  Hun- 
tington VA  facility,  and  there  were  more  civilians  there  than  there 
were  veterans,  and  there  was  no  place  to  sit.  And  at  a  time  when 
you're  in  pain,  a  hallway  is  no  place  to  be. 

Mr.  Chairman,  I  want  to  get  to  the  numbers  by  catastrophic  care, 
uninsured  veterans,  because  I  think  as  Mr.  Harper  and  some  of  the 
other  panel  has  already  discussed  with  you,  but  I  would  like  to  also 
say  that  AMVETS  supports — strongly  supports  the  concept  of  the 
day  care. 

That  means  the  increase  and  quality  of  life  not  only  for  veterans, 
but  also  the  care  of  the  home-givers.  We  feel  strongly  this  State 
should  be  compensated  for  providing  such  services.  We  urge  pas- 
sage of  legislation  to  authorize  per  diem  for  adult  day  care  provided 
in  the  State  among  veterans'  homes. 

Hospital-based  home  care  should  be  expanded  to  help  hold  down 
the  cost  and  free  base,  and  free  up  the  beds  that  no  longer  can  re- 
main at  home  for  the  veterans.  This  type  of  health  care  as  proven 
to  be  significantly  important  for  the  quality  of  life  for  many  of  our 
veterans. 

We  have  recently  become  a  leader  in  the  hospice  care,  and  there 
is  hope  that  we'll  be  able  to  encourage  VA  to  expand  hospice  care 
facilities.  Admission,  and  costs,  and  people  who  provide  this  care 
contribute  to  the  human  spirit. 

We  suggest  it  is  time  to  move  forward  to  make  it  a  permanent 
program  throughout  the  VA.  Finally,  AMVETS  would  like  to  also 
say — consider  that  the  veterans'  resource  centers  are  the  super  vets 
in  our  programs  and  success.  And  we  urge  Congress  to  continue 
the  valuable  services.  We  have  seven  vet  services  here  in  West  Vir- 
ginia. They  do  marvelous  work  for  our  veterans,  who  otherwise 
would  not  go  anywhere  else  for  assistance  for  their  problems.  I  un- 
derstand that  Senator — I  think  his  name  Akaka. 

Chairman  Rockefeller.  Akaka. 

Mr.  Pansera.  Senator  Akaka  is  drafting  legislation  to  improve 
the  Vet  Centers,  and  we're  eager  to  see  his  bill. 

Mr.  Chairman,  you  and  the  members  of  your  Committee,  as  well 
as  your  staff,  are  doing  a  great  job  for  the  veterans  and  also  their 
communities.  We  commend  you  for  it.  That  will  be  all  at  this  time. 

[The  prepared  statement  of  Mr.  Pansera  appears  on  p.  53.] 

Chairman  Rockefeller.  Thank  you  very  much,  Tony.  I  appre- 
ciate that.  I  might  just  mention  that  this  past  week,  in  fact,  the 
Senate  Committee  on  Veterans'  Affairs  expanded  the  mobile  clinic 
program.  The  Committee  authorized  more  mobile  clinics  to  be 
available  for  rural  areas. 

Mr.  Pansera.  Yes,  sir.  I  live  in  Logan  County,  and  sometimes  it's 
almost  impossible  to  get  through  the  mountains  and  driving  time. 
We  also  have  the  DAV  vans  that  even  come  out  and  make  the  de- 
liveries now  to  the  hospitals.  But  they  started  out  with  a  1-week 
program.  Now,  it's  down  to  every  2  weeks.  Getting  the  veterans  in 
before  that,  it  was  with  personal  vehicles. 

Chairman  Rockefeller.  Thank  you,  sir,  very  much.  Jack  Day. 
I  welcome  your  testimony,  sir. 
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STATEMENT  OF  JACK  DAY,  COMMANDER,  WEST  VIRGINIA 
DEPARTMENT,  DISABLED  AMERICAN  VETERANS 

Mr.  Day.  Good  morning,  Senator.  Thank  you  for  the  invitation  to 
testify  before  your  Committee.  Since  you  see  that  I  am  a  Past  De- 
partment Commander,  my  Commander-elect  is  here,  and  I  would 
like  to  introduce  him  since  my  testimony  is  very  short. 

Chairman  ROCKEFELLER.  Please  do. 

Mr.  Day.  Carlos  Walls.  I  also  have  two  members  from  Beckley 
and  the  DAY,  Leslie  Sheller  and  Al  Hart.  I  have  two  from  Prince- 
ton, Mr.  Jim  Sneed  and  Earsel  Neeley.  And  Mr.  Walls  is  from  Blue- 
field. 

Chairman  Rockefeller.  They  all  obeyed  and  stood  up. 

Mr.  Day.  Yes,  sir.  Thank  you  very  much,  Senator. 

Chairman  Rockefeller.  Thank  you.  Thank  you,  gentlemen. 

Mr.  Day.  I'm  veiy  much  concerned.  Senator,  about  the  quality  of 
care  being  provided  to  veterans  and  the  decrease  in  benefits  during 
the  past  few  years.  More  funding  is  definitely  needed  for  medical 
services.  I  would  like  to  see  development  of  training  programs  in 
VA  hospitals  to  teach  the  staff  to  deal  with  patients  in  a  more 
friendly  and  courteous  manner.  Some  veteran  patients  feel  they  are 
rushed  through  the  hospitals  as  quickly  as  possible. 

With  an  increase  in  staff  and  training,  veterans  would  feel  more 
comfortable  in  using  VA  hospitals.  If  some  of  the  foreign  born  and 
raised  staff  members  could  speak  better  English,  I  believe  patients 
would  have  a  better  understanding  of  their  medical  problems  and 
would  be  able  to  communicate  in  a  more  efficient  manner. 

Veterans  in  the  Beckley  area  see  this  as  a  particular  problem.  I 
would  like  to  see  the  $2  copayment  done  away  with  if  it  hasn't  al- 
ready been  done.  Many  veterans  live  a  long  distance  from  VA  hos- 
f>itals,  and  I  believe  their  funding  should  be  provided  for  travel  al- 
owances. 

It  would  be  beneficial  to  veterans  if  outpatient  clinics  were  estab- 
lished in  local  communities  with  referrals  made  to  hospitals  as 
needed.  I  would  like  to  see  the  means  testing  done  away  with  for 
the  fact  that  a  60-day  stay  in  the  hospital  could  completely  elimi- 
nate a  life's  savings  for  many  victims. 

I  would  like  to  see  annual  checkups  provided  for  older  veterans 
since  so  many  cannot  afford  the  $300  to  $500  private  doctors 
charge  for  this  service.  This  surely  would  help  detect  heart,  sugar, 
and  cancer  at  an  earlier  stage. 

Again,  Senator,  I  thank  you  for  allowing  me  to  express  my  views 
to  the  Veterans'  Affairs  Committee  and  your  staff.  As  always,  I 
stand  ready  to  be  of  assistance  to  veterans  whenever  possible. 

Chairman  Rockefeller.  Thank  you  very  much.  Jack.  I  appre- 
ciate that  a  lot. 

And  now  we  are  delighted  to  hear  from  you.  Bob  Kesling.  You 
better  get  that  microphone. 

STATEMENT  OF  ROBERT  B.  KESLING,  STATE  COMMANDER, 
WEST  VIRGINIA  DEPARTMENT,  VETERANS  OF  FOREIGN 
WARS  OF  THE  UNITED  STATES 

Mr.  Kesling.  Thank  you,  Senator,  for  letting  the  Veterans  of 
Foreign  Wars  be  here  today.  One  thing  about  being  close  to  the 
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last,  everything  I  have  in  my  paper  has  already  been  brought  up. 
We  have  some  file. 

Chairman  Rockefeller.  Don't  say  it  because  it's  been  said  be- 
fore. Just  reinforce  it. 

Mr.  Kesling.  No,  no,  that's  all  I'm  going  to  do.  The  VA  health 
care  system  is  a  critical,  integral  part  of  any  national  health  care 
delivery  system  as  long  as  it  remains  separate.  We  believe  that  the 
national  health  care  reform  and  VA  should  remain  as  separate, 
independent,  and  exclusive  health  care  option  for  veterans. 

We  believe  that  it  is  best  to  build  upon  the  VA's  strength  and 
construct  a  national  health  care  system  around  the  VA.  I  have  a 
couple  of  comments  that  I  want  to  bring  up  just,  namely,  is  suffi- 
cient funding.  Most  of  the  facilities  are  underbudgeted.  Therefore, 
management  has  chose  not  to  replace  Beckley  positions. 

If  it  s  allowed  to  continue,  our  patient  treatment  will  be — and  has 
been  affected  already.  I  don't  see  why  nursing  home  care — like  Gail 
said:  Our  veterans  are  getting  older,  requiring  more  nursing  care 
facilities.  We  need  more. 

With  the  limitations  on  the  over-the-counter  medications — this 
includes  service-connected  veterans  who  require,  at  least  eyes,  with 
a  service-connected  vision. 

Overall — I  don't  know  how  a  lot  of  people  feel — but  my  times  in 
the  VA  hospital,  I've  had  excellent  treatment.  I  can't  complain,  and 
I  believe  the  majority  of  the  inpatients  and  outpatients  are  pleased 
with  their  care.  We  have  a  lot  of  little  picky  items,  as  they  call  it — 
waiting  time,  somewhat  to  be  expected.  When  you  go  to  a  VA  hos- 
pital, it  don't  cost  you  one  penny.  You've  already  paid  your  price, 
so  during  the  time  waiting  don't  hurt  anybody. 

I  want  to  thank  you  for  letting  the  VFW  appear  before  this  Com- 
mittee. 

Chairman  Rockefeller.  Thank  you  very  much.  Bob.  I  appre- 
ciated your  statement  very  much. 

[The  prepared  statement  of  Mr.  Kesling  appears  on  p.  53.] 

[There  was  a  pause  in  the  proceedings.] 

Chairman  Rockefeller.  Yes,  sir.  Glad  to  have  you,  John. 

STATEMENT  OF  JOHN  P.  MORROW,  SR.,  PRESIDENT,  WEST 
VIRGINIA  STATE  COUNCIL,  VIETNAM  VETERANS  OF  AMERICA 

Mr.  Morrow.  Well,  you  saved  me  for  last,  because  I  always  talk 
the  most.  Thank  God  the  reporter  changed  her  paper.  You  know  in 
respect  to  something  the  Commander  just  said,  I  may  be  getting 
older,  but  I  am  gettmg  better.  Putting  that  aside,  well  get  to  the 
issues  at  hand. 

I  introduced  my  written  testimony  to  you  sprinkled  with  liberal 
recommendations  and  the  staff  with  those  recommendations,  but 
I'm  going  to  briefly  try  to  run  through  this,  make  it  like  a  one- 
legged  man  in  a  bar  fight. 

I  have  certain  concerns:  PTSD  in  this  State,  we  have  nearly  a 
quarter  of  a  million  veterans  in  the  State  of  West  Virginia  with 
over  80  percent  of  them  having  served  during  combat,  in  police  ac- 
tions, or  in  a  hostile-firing  zone.  We  have  a  total  of  18  beds  or  18 
slots  available  for  treatment. 

There  is  not  an  adequate  treatment  of  this  injury  in  this  State. 
It's  unfortunate  the  one  adequate  treatment  for  outpatients — they 
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have  to  go  outside  the  VA  in  order  to  obtain  funding.  And  I  think 
you're  well  aware  of  the  Clarksburg  work  that  Dr.  Greenbriar  Al- 
mond is  doing.  He's  a  marvelous  man,  and  he's  busted  his  back  to 
make  the  program  work,  but  tentatively  it  isn't  cutting  it.  Eight 
beds  in  a  research  facility  aren't  working,  isn't  cutting  it.  One  psy- 
chiatrist, one  nurse,  and  one  social  worker  at  Beckley  isn't  cutting 
it.  A  new  expansion  in  Huntington  in  which  we  just  lost  a  psycholo- 
gist on  the  team  in  the  new  expansion  isn't  going  to  cut  it.  We're 
not  done.  The  staff,  we  don't  have  enough  beds,  and  we  don't  have 
enough  money.  That  sums  it  up. 

We  need  to  have  some  oversight  in  this  recommendation.  Veter- 
ans serve  on  advisory  committees — and  I  don't  mean  just  in  the 
quarterly  committees.  I  mean  in  oversight  committees  involved 
with  a  specific  purpose — SCI,  PTSD,  and  other  pertinent  specifi- 
cally wounded  veterans. 

We  don't  have  the  direct  input  except  at  our  quarterly  meetings, 
and  I  know  that  the  facilities  do  try  to  help  by  having  those  quar- 
terly meetings,  but  it's  kind  of  like  shooting  blanks. 

Military  retirement  in  the  State  of  West  Virginia  has  an  ex- 
tremely large  population  of  retired  military  people.  Horror  story: 
HMC  John  Smith  called  me  on  the  phone.  He  retired  in  1978.  He 
did  not  declare  disability  or  try  to  get  a  break  with  VA.  Why?  He 
had  a  job;  he  had  insurance  in  the  future.  He  did  not  want  to  take 
money  from  other  veterans.  I  got  a  call  3  months  ago.  This  man 
was  now  totally  disabled.  He  cannot  be  treated  at  a  VA  hospital. 
It  is  not  service  connected  as  yet,  and  it  may  take  up  to  2  years 
to  get  that  way. 

He  was  advised  all  he  has  got  to  do  is  drive  from  Logan  to  Lex- 
ington to  Louisville.  They  cannot  refer  to  the  Brooklyn  Navy  Yard. 
Thank  you  so  much  for  that  20  years  of  service.  Thank  God  I  am 
disabled  to  the  degree  I  can  be  treated  in  a  VA  hospital,  but  I 
damn  sure  get  upset  when  I  see  other  retired  people  dumped  on. 
I'm  sorry.  You  know  that  I'm  emotional;  we've  been  through  this 
before. 

Women  veterans,  they're  just  women  that  served.  We  don't  owe 
them  anything — no  privacy,  no  OBGYN  tables,  no  OBGYN  special- 
ists, no  nurse  practitioners  involved  in  OBGYN,  no  medications  in- 
volved with  aging  of  women,  no  nothing.  We  are  not  prepared  in 
privacy  or  anything  else,  not  even  in  our  manners  in  treating 
women  veterans  at  VA  hospitals  in  this  State.  I  don't  even  want 
to  think  about  the  rest  of  the  country. 

Incarcerated  veterans,  what  horror.  There  is  none.  Every  place  in 
this  State  does  not  want  to  see  incarcerated  veterans.  Well,  damn 
it;  that's  a  part  of  our  population.  They've  served;  they  served  down 
there  with  me.  They  served  well.  They  did  something,  and  they 
ended  up  in  a  prison,  but  that  doesn't  change  them  and  make  them 
into  animals.  Let's  get  some  programs  for  them. 

The  last  thing  that  I  want  to  hit  is  the  SCI.  Randy  Pleva  is  al- 
ready doing  a  good  job.  All  I  want  to  do  is  I  just  recently  found  out 
I  have  MS  as  well  as  osteoporosis.  I'm  going  to  be  in  a  wheelchair 
in,  say,  2  to  3  years  probably. 

I'm  getting  awfully  conscious  of  the  fact  that  restroom  doors 
aren't  wide  enough  for  veterans  in  wheelchairs.  I'm  also  aware  of 
the  fact  that  it's  an  uphill  run  to  get  the  wheelchair  into  the  Hun- 
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tington  VA  Hospital.  I'm  aware  of  a  lot  of  problems  now  that  I 
wasn't  aware  of,  including  the  attitude  of  the  people  in  the  treat- 
ment facilities  when  you  come  in. 

If  you  roll  in  in  a  wheelchair  or  on  crutches  or  on  prosthesis,  they 
look  at  you  and  say,  "Oh,  my  God.  Can  you  go  somewhere  else?" 
No,  I  can't,  Senator.  I'm  here;  I'm  your  problem.  I  didn't  ask  you, 
but  I  went  into  combat.  Is  it  OK?  You  told  me  to  go,  and  I  went, 
and  I  didn't  give  you  any  damned  excuses.  Please  don't  give  them 
to  me  now.  Thank  you,  sir,  for  my  opportunity  to  testify. 

Chairman  Rockefeller.  Thank  you,  John,  very  much. 

[The  prepared  statement  of  Mr.  Morrow  appears  on  p.  54.] 

Chairman  Rockefeller.  I  want  to  thank  all  of  you  for  your  tes- 
timony. I  do  have  some  questions.  I'll  start  out  with  a  general  one, 
which  some  of  you  have  already  answered,  but  I'm  going  to  ask  it 
again  anyway,  so  we  can  get  it  on  the  record. 

Right  now,  we  have  two  categories  of  veterans  who  can  receive 
treatment  at  VA  facilities,  and  then  we  have  other  veterans  who 
cannot.  The  important  question  under  health  care  reform  is  that 
third  category — the  large  number  of  people  who,  if  the  VA  health 
care  system  could  compete  for  their  business,  would  bring  with 
them  their  other  insurance.  They  would  bring  them  new  sources  of 
funding,  if  they  come  to  VA  hospitals,  and  this  could  be  helpful  in 
all  kinds  of  ways. 

What  do  you  gentlemen  think  needs  to  be  done  to  make  the  VA 
hospital  system  more  competitive  with  non-VA  hospitals?  This  is  a 
very  general  question.  You've  already  answered  it  in  some  ways, 
but  I  would  like  to  hear  your  views  again. 

In  other  words,  vou're  familiar  with  general  hospitals,  and  you're 
familiar  with  VA  hospitals.  Let's  say  you  were  in  that  category  of 
veterans  that  were  not  able  to  get  treated  at  a  veterans  hospital, 
and  therefore,  you  were  going  to  another  hospital,  a  non-VA  hos- 
pital. What  recommendation  would  you  have  for  the  Congress  and 
for  the  President  in  terms  of  how  to  make  a  VA  hospital  more  com- 
petitive? Let's  say  you  were  in  that  third  category.  Would  you  take 
a  VA  hospital  over  another  hospital? 

I  didn't  ask  that  exactly  the  way  that  William  Shakespeare 
might  have,  but  you  understand  what  I'm  asking. 

Mr.  Harper.  Senator,  I  don't  believe  that  there  would  be  any 
competitiveness  if  our  veterans  were  made  aware  that  they  could 
go  to  the  VA  hospital  without  any  stipulation  as  far  as  a  means 
test.  I  think  everybody  would  go  there  with  no  problem.  I  don't  be- 
lieve that  you  have  to  get  out  there  and  publicize  or  whatever,  but 
right  now  the  way  it  is,  so  many  people  cannot  meet  the  means 
test,  and  they  just  don't  even  try  to  get  in  the  VA  hospital. 

What  we  have — and  you  remember  when  you  were  Governor,  and 
vou  used  to  get  all  the  complaints  from  veterans.  "I  went  to  the  VA 
hospital  in  Clarksburg,  Beckley,"  whatever,  whatnot.  "They  turned 
me  away.  I  served  8  years  in  the  military,  and  then  Vietnam"  and 
whatever. 

The  means  test  is  the  whole  thing.  If  they  eliminate  that,  the 
veterans  will  go  to  the  VA  hospital.  I'm  sure.  I  don't  believe  that 
there  would  be  any  question. 

Chairman  Rockefeller.  Let's  find  out  if  that's  the  general  feel- 
ing. Yes,  sir. 
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Mr.  Day.  Jack  Day,  D-a-y.  Senator,  go  back  to  the  40s,  50s,  and 
60s.  There  was  no  big  deficit  then  and  the  VA  worked  good.  What's 
wrong  with  that  system  instead  of  the  system  we  have  today?  Go 
back  and  research  it,  sir. 

Chairman  Rockefeller.  OK  Randy. 

Mr.  Pleva.  Are  you  talking  about  the  services?  Also,  I  mean, 
would  each  VA  hospital  have  services  that  would  perform 

Chairman  Rockefeller.  Well,  that's  what  I'm  asking  you  to 
reply  to. 

Mr.  Pleva.  Absolutely  not.  I  wouldn't  go  to  a  VA  hospital  if  I 
could  go  somewhere  else  where  I  know  that  I'm  going  to  be  taken 
care  of  or  somebody  else  is  going  to  be  taken  care  of.  I  just  read 
that  we  had  a  veteran  in  Clarksburg  who  did  not  belong  there. 
They  couldn't  do  his  bowel  care  because  they  didn't  know  how  to 
do  it.  The  nurse  didn't  even  know  how.  His  wife  had  to  travel  150 
miles  every  2  days  to  do  his  bowel  care. 

Now,  sir,  I'll  go  to  CAMC  if  I  have  to  go  get  on  something,  be- 
cause there's  just  no  wav  that  I  would  go  to  a  VA  hospital  when 
I  know  that  I'm  going  to  be  taken  care  of;  that's  only  right. 

Chairman  Rockefeller.  Thank  you.  Randy.  John. 

Mr.  Shumate.  I'm  in  accordance  with  Mr.  Harper.  If  they  get 
away  from  the  means  test,  I  think  it  would  flood  the  hospital  with 
the  veterans.  I  think  he  has  the  intent  of  the  situation  there. 
Thank  you,  sir. 

Chairman  Rockefeller.  Tony,  any  thoughts? 

Mr.  Pansera,  Senator,  from  what  I  see,  well,  there's  a  lot  of  com- 
plaints with  the  VA.  There's  no  doubt  about  that.  What  I  would 
like  to  see  is  a  person  who  lives  so  far  away  from  the  VA  facility, 
that  a  doctor  be  assigned  to  a  local  hospital.  I  mean,  your  fee  basis, 
your  bills  are  sent  to  the  Government  anyway.  I  see  a  problem  that 
you're  all — most  of  the  time  the  hospitals,  for  instance,  in  Logan 
County,  there's  so  much  Federal  money  that  comes  into  these  hos- 
pitals. It's  a  shame  that  you  don't  have  one  doctor  or  physician  that 
can't  be  there  to  see  veterans  instead  of  having  them  drive  such  a 
long  distance  away.  That's  what  I  would  like  to  see. 

Chairman  Rockefeller.  John. 

Mr.  Morrow.  Well,  I  have  a  particular  situation  here  that — we 
have  a  veterans  physician  locally  in  the  Huntington  area  that  was 
discharged  because  of  disability,  cannot  get  a  job.  She's  dyslexic,  15 
years  of  experience,  and  is  just  dyslexic  over  one  point.  She  can't 
be  licensed;  she  can't  work  at  a  VA;  she  can't  do  anything  else.  By 
the  way,  the  one  point  was  in  basic  science. 

Utilizing  that  kind  of  physicians  not  only  would  utilize  veterans 
first  concept  in  hiring  practices.  It  would  also  take  somebody  that's 
been  there  and  use  that  as  a  means  of  treating  military  people. 

The  second  thing  is  that  you  can  use  categorization  of  care,  areas 
in  which  there  is  not — where  care  is  not  available,  certain  cat- 
egories of  veterans — service  connected  and  they're  off  pension — 
would  be  permitted  to  seek  no  cost  health  care  at  non-VA  facilities. 

By  the  same  token,  if  you  turned  around  and  you  had  primary 
families  and  certain  categories  of  veterans,  they  would  be  per- 
mitted no-cost  care  at  a  VA  facility. 

Retired  military  personnel,  probably  one  of  the  worst  reforms. 
They  have  to  pay  cappers  with  their  catastrophic  cap  usually  and 
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end  up  paying  an  inordinate  amount  of  money,  usually  the  full  bill. 
Start  allowing  these  military  people  to  utilize  VA  hospitals,  utilize 
the  funding. 

Homeless,  incarcerated  veterans,  and  others  use  targeted — veter- 
ans targeted  for  case  management  study  utilizing  Medicare,  Medic- 
aid, throughout  the  capping  funds,  and  that  can  be  done  with  legis- 
lation. You  know,  I'm  assuming  a  lot  of  this — all  of  us  are  assum- 
ing the  bad  thing  to  do,  but  we  assume  that  legislation  and  funding 
would  follow  any  reasonable  program  that  we  might  propose  any- 
way. 

But,  overall,  I  think  one  of  the  biggest  things  that  we  provide 
veterans  going  to  VA  hospitals  is  veterans  being  involved  in  the 
policy,  overseeing,  in  terms  of  the  care  of  veterans.  And  I  don't 
mean  the  administrative  way,  I  mean  budget  preparation  and  so 
forth.  But  certainly,  somebody  like  Randy  Pleva  should  serve  on 
panels  having  to  do  with  SCI  care.  People  like  me,  who  are  ortho- 
pedic PA,  who  have  6V2  years  of  training,  have  to  utilize  those 
problems  involving  orthopedics  and  emergency  medicine  as  seen  by 
the  veterans'  aspect. 

The  problem  is.  Senator,  whenever  we  address  these,  we  address 
these  with  legislators,  representatives,  and  fairly  high  people. 
What  we  need  to  do  is  start  looking  at  the  problem  from  the  veter- 
ans' point  of  view.  Sometimes  thats  not  quite  commensurate  with 
our  view,  and  sometimes  we  don't  like  what  we  see. 

Chairman  Rockefeller.  Thank  you,  John.  Now,  let  me  ask  a 
general  question  here  as  we  get  close  to  winding  up.  I  may  have 
some  other  questions  that  I  want  to  ask  each  of  you  individually, 
which  I'll  do  by  letter  and  then  I  hope  that  you  will  respond  to  me 
as  quickly  as  you  can. 

This  is  kind  of  a  roundhouse.  Over  the  next  year  and  a  half,  we 
are  going  to  go  through  the  largest  legislative  battle  in  the  history 
of  this  country;  it's  going  to  be  called  health  care  reform.  It's  going 
to  be  good  for  the  country.  We've  never  been  through  anything  like 
this  before. 

People  talk  about  the  days  when  we  passed  Social  Security.  That 
was  easy;  we  were  giving  more  people  more  money. 

With  health  care  reform,  we're  talking  about  everybody  giving  a 
little  bit,  so  that  the  whole  system  can  survive.  Right  now,  we're 
headed  straight  into  bankruptcy  at  every  level — small  business. 
State  governments,  police  departments,  fire  departments,  national 
governments,  families.  We  have  1.2  million  American  families  los- 
ing health  insurance  every  single  year.  Of  those,  a  million  make  be- 
tween $25,000  and  $50,000  a  year.  So,  we're  not  talking  just  about 
the  poor;  we're  talking  about  mainstream  America,  Main  Street 
America. 

So,  we're  going  to  have  this  tremendous,  tremendous  battle.  I'm 
right  in  the  middle  of  it.  I  think  I'm  one  of  the  people  that  probably 
got  the  whole  thing  going  a  number  of  years  ago,  and  I'm  glad  I 
did.  I'm  ready  for  the  fight. 

As  I  indicated,  the  VA  system  is  going  to  be  kept  separate.  Hav- 
ing said  that,  there  must  be  worries  or  concerns  which  bother  you 
about  health  care  reform.  We're  not  going  to  do  what  Canada  did. 
That  is,  they  went  into  a  national,  single-payer,  Government-does- 
it-all  health  care  system.  And  all  of  a  sudden,  the  VA  disappeared 
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over  a  period  of  years.  And  veterans,  it  may  be — in  spite  of  what 
the  President  is  saying,  and  the  First  Ladv  is  saying,  and  I  am  say- 
ing, and  other  people  are  saying — that  this  concerns  you.  If  so,  I 
want  to  know.  As  we  talk  about  health  care  reform  for  the  Nation, 
what  we're  talking  about  is  reforming  the  largest  business  in  the 
country — 10  million  Americans  work  in  health  care  one  way  or  an- 
other. It's  gigantic  beyond  people's  imagination. 

So,  as  we  work  to  reform  the  health  care  system,  our  VA  system 
is  not  going  to  be  fundamentally  affected,  except  potentially  posi- 
tively. Randy,  you  didn't  agree.  John,  you  did  agree.  Gail,  you  did 
agree,  and  there  are  people  here  with  various  points  of  view,  which 
is  what  you  want  from  a  panel. 

Are  there  things  that  you  worry  about  in  this  health  care  reform 
effort  that  you  haven't  spoken  about?  It's  a  general  question  to  any 
of  you. 

Mr.  Kesling.  One  thing  I  think  would  kind  of  help  the  system: 
We  have  a  lot  of  Medical  Reserve  units.  We  have  a  lot  of  doctors 
in  military  service.  I  believe  if  we  utilize  these  Reserve  units  and 
get  some  of  these  medical  doctors  on  active  duty,  you  could  cut 
some  of  our  funding  down,  cut  some  of  our  needs  down  for  doctors. 
Just  like  I  know  in  Clarksburg,  we  have  no  orthopedic  surgeons, 
no  orthopedic  doctors. 

I  know  there's  a  very  few  that  are  available.  Also  the  national 
health  care  system,  these  Reserve  units  should  be  out  in  the  field, 
working  with  people,  not  letting  them  depend  on  going  into  another 
town  and  getting  up  there.  I  think  there  is  a  good  supply  of  those 
doctors  ana  all  medical  people. 

Chairman  Rockefeller.  Bob,  that's  a  good  suggestion.  John. 

Mr.  Shumate.  Sir,  I  feel  that  most  of  the  veterans  have  served 
their  country  and  served  it  well.  We're  proud  of  this  Nation,  the 
greatest  Nation  on  the  face  of  this  earth.  We  would  have  to  be 
guided  in  the  thing  that  will  help  our  children  and  our  grand- 
children for  a  better  health  program,  which  I  think  that  you  and 
our  President  and  other  people  that  are  working  are  headed  in  that 
direction. 

I  gave  4  years  and  20  days  of  my  life  to  the  U.S.  Navy,  and  this 
flag  of  ours  is  the  greatest  on  the  face  of  this  earth.  I'm  proud  of 
that,  but  I  am  afraid  for  my  grandchildren  in  a  way  that  our  medi- 
cal things  are  going.  If  you  get  off  track  to  where  we  don't  feel  that 
we  are  oeing  represented  in  the  right  direction,  we  will  let  you 
know  to  our  veterans  group.  But  God  bless  each  and  every  one  of 
you,  because  you've  taTten  hold  of  one  of  the  greatest  things  that 
has  ever  happened  in  this  Nation  in  my  opinion — this  is  my  opin- 
ion. I  cannot  say  for  the  whole  veteran  community,  but  I  feel  that 
from  the  bottom  of  heart.  Thank  you  very  much. 

Chairman  Rockefeller.  John,  thank  you.  What  you've  said  is 
something  I  hear  a  great  deal  from  veterans.  And  that  is,  that  vet- 
erans are  often  thinking  not  so  much  in  terms  of  their  own  particu- 
lar situation,  but  they're  thinking  of  their  children  and  their  chil- 
dren's children.  So  in  a  sense,  veterans  are  acting  as  grandfathers 
and  grandmothers  or  parents  and  looking  toward  the  future,  which 
is  a  very  unselfish  way  of  looking  at  it.  I  hear  that  a  great  deal. 
Interestingly,  I  hear  that  a  lot  also  from  older  veterans,  not  to  sug- 
gest, John,  that  you're  a  day  over  27  years  old,  but  I  hear  that  a 
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lot  from  older  veterans — that  they  care  about  their  grandkids  and 
they  are  scared  to  death  about  what's  going  on.  They  see  those 
bills,  and  in  some  cases,  they're  having  to  help  pay  For  some  of 
them.  John. 

Mr.  Morrow.  One  last  note,  and  I'll  shut  up.  I  have  a  son  in  the 
Navy.  He  is  a  career  petty  officer  and  will  hopefully  gain  commis- 
sion. And  you're  right,  I  am  concerned  with  what's  going  to  be 
available  for  him  in  20  years  or  15  years. 

But  I've  also  got  a  second  thing  here:  I  have  a  daughter  who  is 
7  and  son  2  V2.  Hopefully,  if  he  follows  family  tradition,  he'll  go  in. 
Again,  the  problem  is  there:  What's  going  to  happen  in  basically  40 
years?  That  would  be  the  time  it  would  take  my  son  to  retire  from 
the  Navy.  Of  course,  it  would  be  Navy.  But  that's  the  time  it  would 
take  him  to  retire.  Obviously,  it's  a  concern  but  all  of  us  also,  we 
don't  want  to  penalize  the  country  in  terms  of  funding. 

I  think  that  the  commanders — I  think  as  them  safely  using  Re- 
serve doctors  is  an  excellent  suggestion.  I  think  that  as  we  pull  out 
of  the  world  commitment  for  massive  forces,  we  will  scale  down  our 
military  forces,  but  there's  no  reason  why  we  can't  retain  to  some 
degree  some  of  those  people  on  active  duty  or  Reserve  duty  that 
win  function  within  VA  hospitals  or  in  other  places — in  the  field  fa- 
cilities, clinics,  and  so  forth — that  are  in  the  unreasonably 
unreachable  areas  of  Pineville,  Logan,  Welch,  and  some  of  the 
other  farther  towns  in  southcentral  and  southeastern.  West  Vir- 
ginia. 

Chairman  Rockefeller.  That's  a  good  suggestion.  Of  course,  as 
we're  downsizing  the  military,  we'll  be  downsizing  the  military's 
medical  capacity,  too.  What  you're  saying  is  in  most  cases  it  is  like- 
ly that  these  are  people  who've  been  dealing  in  the  field,  in  the  war 
zones,  and  they  bring  with  them  the  experience  that  you  spoke  of 
before.  Jack. 

Mr.  Day.  Thank  vou,  Senator.  Going  back  to  what  I  stated  there 
about  40s,  50s,  and  60s,  we  had  the  Army  doctors  in  the  VA  hos- 
pitals. If  you  would  like  to  check  the  records.  They  had  worked 
good. 

Now,  here's  another  problem  we  have  that  we've  really  got  with 
our  elected  officials  in  Washington — ^not  you,  Senator.  You're  one  of 
the  greatest  men  that  I've  ever  known.  You  really  put  your  heart 
into  what  you're  doing,  and  I  know  that. 

But  if  you  remember  February  25  when  we  were  up  there  and 
our  National  Commander  of  the  DAV  addressed  the  joint  hearing 
before  the  House  and  Senate  Committees  on  Veterans'  Affairs,  our 
National  Commander  was  applauded  by  you  and  Congressman 
Montgomery  for  his  statement,  "The  disabled  American  veterans 
are  willing  to  sacrifice  as  long  as  there  are  no  sacred  calves;"  do 
you  recall  that. 

Chairman  Rockefeller.  I  sure  do. 

Mr.  Day.  For  the  first  man  when  the  President  had  spoken  came 
out  on  national  television  was  Congressman  Montgomery,  and  the 
second  was  our  own  Bob  Wise.  Now,  we  are  willing  to  sacrifice  but 
these  others  are  going  to  have  to  sacrifice,  too.  That  is  our  problem. 

Chairman  Rockefeller.  That's  a  fair  point. 

I  am  now  in  a  difficult  position  of  having  to  hit  the  road  to  get 
to  another  Cabinet  officer,  as  I  explained  at  the  beginning  of  this 
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hearing.  I  want  to  do  is  to  say  that  the  record  will  be  open  on  this 
hearing,  and  that  I  may  have  specific  questions  for  you  gentlemen. 
One  of  these  days,  I'm  going  to  use  ladies  and  gentlemen,  but  for 
the  moment,  it's  gentlemen. 

I  am  optimistic  about  our  future.  I  know  we  have  a  tough  period 
of  time  coming  up.  You  know  that  we're  going  through  the  largest 
budget  deficit  reduction  effort  in  our  history — a  half  trillion  dollar 
budget  deficit  in  more  than  5  years.  We've  never  done  that  before, 
and  trying  to  reform  the  health  care  system  all  in  one  congres- 
sional session  of  2  years  is  going  to  be  tough. 

As  the  Secretary  said,  the  veterans  budget  has  been  basically 
steady — it's  not  been  going  up  in  real  dollars.  It  hasn't  been  going 
up  much.  That's  going  to  continue  to  be  a  problem.  Everything  is 
going  to  continue  to  be  a  problem.  We've  got  to  get  our  national  fi- 
nancial house  in  order,  and  we've  got  to  do  our  duty  by  our  Na- 
tion's veterans.  I,  for  one,  think  we  can  do  both,  but  it's  going  to 
take  imagination;  it's  going  to  take  determination.  Some  of  the 
problems  that  you  spent  many  years  talking  about.  Randy,  still 
aren't  solved.  They've  got  to  be  solved. 

I  want  you  to  know  that  I'll  be  in  there  doing  everything  possible 
to  make  these  things  work,  and  work  right,  and,  frankly,  work 
right  for  the  rural  State  by  the  name  of  West  Virginia.  Thank  you. 

[Whereupon  at  11:35  a.m.,  the  Committee  adjourned,  to  recon- 
vene at  the  call  of  the  Chair.] 
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PREPARED  STATEMENT  OF  HON.  JESSE  BROWN,  SECRETARY  OF 
VETERANS  AFFAIRS 

Mr.  Chairman,  thank  you  for  the  opportunity  to  appear  at  this  special  hearing, 
to  provide  some  information  and  some  olbservations  on  the  impact  of  national  health 
care  reform  on  the  VA's  health  care  delivery  system. 

I  am  keenly  aware  that  many  of  the  nearly  200,000  veterans  living  in  West  Vir- 
ginia have  extensive  health  care  needs.  We  are  working  hard  to  support  and  im- 
prove the  four  VA  medical  centers  in  the  State,  and  we  nave  several  special  initia- 
tives underway  to  serve  veterans  here. 

These  are  described  in  the  fact  sheet  appended  to  my  statement.  I  would  also  note 
that  the  VA  officials  on  the  next  panel  to  testify  here  today  are  prepared  to  describe 
these  and  the  status  of  other  VA  programs  in  the  State. 

To  a  great  extent,  of  course,  health  care  for  everyone  in  West  Virginia  will  be  af- 
fected by  the  outcome  of  national  health  care  reform.  I  was  honored  to  have  been 
one  of  six  Cabinet  Members  who  served  on  the  President's  Task  Force  on  National 
Health  Care  Reform. 

Nearly  three  dozen  VA  employees  worked  very  hard  on  the  various  working 
groups  of  the  Task  Force.  They  represented  the  interests  of  our  nation,  veterans, 
and  those  of  the  Department  of  Veterans  Affairs. 

It  is  important  to  recognize  that  these  dedicated  employees  also  performed  an- 
other important  task:  thev  educated  many  other  federal  and  non-federal  health  care 
experts  about  the  strengths  and  the  importance  of  the  VA  system,  not  only  to  veter- 
ans, but  to  the  entire  nation. 

I  said  from  the  beginning  of  the  Task  Force's  deliberations  that  I  believed  that 
the  VA  could  serve  as  a  model  for  responding  effectively  to  many  of  the  complicated 
issues  that  faced  us. 

Specifically,  I  pointed  out  that: 

•  VA  already  is  a  national  health  care  system  operating  under  a  global  budg- 
et; 

•  VA  already  is  a  managed  care  program,  combining  cost  efficiency  with  qual- 
ity assurance; 

•  VA  already  has  demonstrated  how  to  pay  the  bills  through  combinations  of 
appropriated  funds  and  third  party  reimbursements; 

•  and  VA  already  offers  comprehensive  care — from  preventive  services 
through  specialized  care  for  the  aging. 

I  was  gratified,  as  the  process  went  on,  that  these  features  were  noted.  The  First 
Lady,  who  heads  the  health  reform  effort,  commented  on  a  number  of  occasions 
about  the  extraordinary  opportunity  to  learn  from  VA's  national  experience. 

As  you  know,  Mr.  Chairman,  the  President  expects  to  present  his  proposal  for 
comprehensive  health  reform  early  this  Fall.  While  the  specifics  of  the  plan  have 
not  Deen  announced,  and  the  VA's  role  has  not  been  defined,  I  can  comment  on  a 
few  details  today. 

President  Clinton's  plan  will  provide  security  to  American  families  and  improve 
the  quality  of  care,  while  preserving  the  right  of  Americans  to  choose  where  they 
get  that  care.  As  far  as  the  impact  on  veterans,  one  thing  is  perfectly  clear:  they 
can  only  gain  by  any  changes  from  their  current  situation. 

One  of  the  major  features  of  the  Reform  plan  is  that  all  Americans  would  be  enti- 
tled to  a  standard  package  of  health  care  benefits. 

For  service-connected  and  low-income  veterans — those  in  what  we  currently  call 
"Category  A" — this  means: 

( 1)  If  they  choose  to  receive  their  care  at  VA,  thev  will  receive  the  standard 
package  of  benefits,  plus  other  care  and  services  which  will  amount  to  a  "full 
continuum  of  care." 

(41) 
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(2)  For  these  veterans  who  choose  to  receive  their  care  from  the  VA,  there 
would  be  no  premium,  co-pay,  deductible  or  other  cost  share  payments  to  make. 

(3)  They  could  choose  to  receive  their  care  from  a  non-VA  provider.  This 
would  be  limited  to  the  "standard  package"  of  care,  but  they  could  still  come 
to  the  VA  for  services  beyond  that  standard  package. 

As  you  know,  Mr.  Chairman,  it  is  the  other  veterans — those  who  are  not  in  "Cat- 
egory A" — who  have  been  most  locked  out  of  the  VA  system.  In  many  cases,  VA  sim- 
ply has  not  had  the  resources  to  care  for  them. 

Under  the  Reform  plan,  I  would  like  to  see  these  veterans  given  the  opportunity 
to  choose  the  VA  as  the  source  of  their  "standard  package"  ofcare.  Under  this  ap- 
proach, the  VA  would  be  authorized  to  collect  and  retain  reimbursements  from  pri- 
vate, third-party  insurers.  Medicare,  and  other  sources. 

The  VA  wiU  also  continue  to  be  an  important  provider  of  long-term  care  services, 
as  well  as  specialized  care  not  readily  available  elsewhere — including  spinal  cord  in- 
jury, prosthetics  and  PTSD. 

As  you  can  see,  much  of  the  good  news  about  the  Reform  plan  involves  choosing. 
One  question  often  comes  up: 

Will  veterans  choose  the  VA? 

I  believe  that  veterans  will  choose  VA,  because  it  offers  features  that  cannot  be 
obtained  elsewhere.  For  instance: 

•  No  co-payments  for  "Category  A"  patients; 

•  A  more  comprehensive  package  of  benefits; 

•  And  specialized  services — such  as  rehabilitation,  treatment  for  PTSD,  and 
extended  care  programs. 

These  facts,  combined  with  the  quality  and  range  of  services,  the  caring  and 
skilled  staff,  and  the  tradition  of  recognizing  that  our  patients  are  special  people, 
will  bring  veterans  into  the  system. 

Clearly,  we  are  at  the  doorstep  of  a  new  dimension  in  health  care  in  America.  I 
believe  very  strongly  that  VA  will  play  a  vital  role  in  this  process. 

Mr.  Chairman,  we  will  need  to  rely  and  draw  upon  your  widely  accepted  expertise 
in  these  areas.  I  look  forward  to  working  with  you  and.  the  other  distinguished  mem- 
bers of  the  Senate  Committee — as  well  as  the  House  Committee  on  veterans'  Af- 
fairs— in  this  context. 

That  concludes  my  prepared  statement,  Mr.  Chairman.  I  will  be  happy  to  answer 
any  questions. 


Fact  Sheet 

Veterans  Health  Care  in  West  Virginia 

July  1993 

There  are  194,498  veterans  currently  residing  in  West  Virginia.  In  fiscal  year 
1992,  the  Department  of  Veterans  Affairs  provided  care  to  15,424  veterans  within 
the  state,  in  262,828  outpatient  visits.  The  Department's  four  medical  centers — 
Beckley,  Clarksburg,  Huntington  and  Martinsburg,  currently  operate  1,443  beds  in 
West  Virginia. 

The  following  are  examples  of  the  initiatives  underway  in  West  Virginia  to  expand 
and  improve  care  to  veterans: 

•  The  Beckley  VA  Medical.  Center  is  constructing  a  $20  million  clinical  addi- 
tion, which  should  significantly  improve  care  to  area  veterans.  In  addition  to 
providing  general  clinic  space,  the  project  will  provide  a  new  drive-through  am- 
bulance entrance  and  a  centralized  sterilization  service  with  direct  access  to  the 
surgical  suite.  Barriers  to  disabled  persons  will  be  removed  throughout  the  fa- 
cility. The  contract  for  this  construction  was  awarded  in  September  1991,  and 
the  project  is  on  schedule  for  completion  in  April  1994.  The  project  is  expected 
to  increase  the  facility's  staff  by  about  35  employees. 

•  The  Martinsburg  VA  Medical  Center  is  participating  in  several  innovative 
government/community  network  initiatives: 

The  VA  is  helping  to  relocate  some  of  the  staff  and  medical  trainees  from 
the  West  Virginia  University  School  of  Medicine  to  the  eastern  part  of  the 
state,  where  they  will  strengthen  medical  care  to  veterans.  Over  the  next 
five  years,  this  initiative  willadd  25  medical  residents,  25  medical  students 
and  paid  facility  to  VA  treatment  programs  in  the  eastern  part  of  the  state. 

VA  has  joined  in  forming  the  Health  and  Human  Services  Council  of  the 
Eastern  Panhandle.  The  goal  of  the  Council  is  to  establish  a  network  of  all 
health  care  providers  and  suppliers  in  the  area,  (this  includes  state,  federal, 
community  and  private  providers),  to  promote  maximum  outreach  to,  and 
increased  access  for,  patients  in  this  rural  area  of  the  State. 
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The  Martinsburg  VA  Medical  Center  established  the  Cumberland  Clinic 
in  Allegheny  County,  Maryland.  The  clinic  serves  over  29,000  West  Virginia 
and  Pennsylvania  veterans  and  encompasses  a  service  area  of  over  7,100 
square  miles. 
•  The  Huntington  VAMC  established  an  outreach  clinic  in  Prestonburg,  Ken- 
tucky. This  clinic  has  a  workload  of  approximately  10,000  visits  per  year,  serv- 
ing 18,225  veterans  residing  in  West  Virginia  and  Kentucky. 


PREPARED  STATEMElSfT  OF  JOSEPH  G.  GRAY,  DIRECTOR,  EMERGENCY 
MEDICAL  PREPAREDNESS  OFFICE,  MARTINSBURG  VA  MEDICAL  CENTER 

The  Emergency  Medical  Preparedness  Office  functions  as  the  emergency  medical 
contingency  facilitator  for  the  Department  of  Veterans  Affairs  and  the  Veterans 
Health  Administration. 

The  Emergency  Medical  Preparedness  National  Headquarters  is  located  at  the  VA 
Medical  Center  m  Martinsburg,  West  Virginia  (75  miles  west  of  Washington,  DC). 
Emergency  medical  preparedness  activities  are  coordinated  through  four  (4)  Re- 
gional Emergency  Managers  and  are  conducted  by  37  Area  Emergency  Managers  lo- 
cated in  40  major  metropolitan  areas  throughout  the  United  States. 

Tlie  EMPO  mission  is  to  provide  the  technical  guidance,  support,  management 
and  coordination  necessary  to  conduct  programs  ensuring  health  care  for  eligible 
veterans,  military  personnel,  and  the  puolic  during  DoD  contingencies,  and  natural, 
manmade,  and  technological  emergencies. 
Specific  missions  include: 

VA  Contingencies:  EMPO  provides  planning,  training,  management  assist- 
ance and  exercise  support  to  all  VA  medical  centers  for  the  promulgation  and 
maintenance  of  emergency  plans  to  evacuate  and  place  patients  in  the  event  a 
hospital  is  rendered  unserviceable.  The  VHA  F*receptorsnip  Program  in  Emer- 
gency Preparedness  is  the  vehicle  to  ensure  compliance  witn  the  Joint  Commis- 
sion on  Accreditation  of  Health  Care  Organizations  (JCAHO). 

VA/DoD  Contingencies:  In  concert  with  Public  Law  97-174,  and  in  close  co- 
ordination with  DoD  and  Congress,  EMPO  develops  national  plans,  policies, 
training  programs,  and  directives  to  provide  backup  support  to  the  military 
health  care  system  during  overseas  conflicts.  This  includes  providing  contin- 
gency beds  within  the  Veterans  Health  Administration  System  and  receiving  in- 
jured casualties  at  military  and  commercial  airports  in  VHA's  designated  77  pri- 
mary receiving  centers. 

National  Disaster  Medical  System:  In  compliance  with  the  Federal  Re- 
sponse Plan  and  Public  Law  93-288,  as  amended,  EMPO  works  closely  with 
DHHS,  DoD  and  FEMA  to  develop  national  plans,  policies  and  directives  to  en- 
sure implementation  of  the  National  Disaster  Medical  System.  Through  EMPO's 
effective  coordination,  a  VA  Task  Force  greatly  supported  the  federal  medical 
response  in  Florida  and  Louisiana  following  Hurricane  Andrew.  VA  mobile  clin- 
ics treated  5,681  patients.  VA  Readjustment  Counseling  Service  Teams  assisted 
6,050  clients,  and  VA  provided  83%  of  the  medical/logistical  support  to  the  de- 
ployed NDMS  medical  teams. 

Natural  and  Technological  Hazards:  In  accordance  with  Presidential  Ex- 
ecutive Order  12657,  EMPO  leads  the  VA  effort  to  develop  and  deploy  Medical 
Emergency  Radiological  Response  Teams  (MERRT)  to  supplement  state  and 
local  response  in  the  event  of  a  major  radiological  emergency. 

Continuity  of  Government:  EMPO  has  responsibility  to  maintain  specific 
relocation  sites  and  stands  ready  to  support  Continuity  of  Government  plans 
during  national  emergencies. 


PREPARED  STATEMENT  OF  DOMINEC  PISEGNA,  DIRECTOR,  BECKLEY  VA 
MEDICAL  CENTER 

Clinic  Addition  and  Alterations  Project 
The  Clinic  Addition  has  effected  the  following  services  and  areas: 
New  Construction 
Canteen  Service 

A&MM  Service — New  and  Renovated  Construction 
Outpatient/Ambulatory  Care  Service 
Medical  Administration  Service 
Personnel  Service 
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Pharmacy  Service  (Outpatient) 

Director's  Suite — New  and  Renovated  Construction 

Dental  Service — New  and  Renovated  Construction — (Increase  from  4  to  8  Exam 

Rooms) 

Laboratory  Service  (Major  Increase  in  Space) 

Nuclear  Medicine  (Increase  from  2  to  7  Rooms/New  Starcam  4(X)  Unit) 

Radiology  Service  (New  CT  Scanner) 

Surgical  Service  (New  Urology  Suite) 

Renovated  Construction 

Environmental  Management  Service 

Nursing  Administration  Service 

Pharmacy  Service  (Inpatient) 

The  Construction  Project  involves  an  additional  69,(X)0  square  foot  expansion  and 
53,600  square  foot  renovated.  The  project  includes  removal  of  all  handicapped  bar- 
riers, a  drive  thru  ambulance  entrance,  and  two  additional  elevators. 

The  project  will  allow  centralized  sterilization  and  delivery  by  a  dedicated  cart  lift 
from  SPD  area  in  the  basement  to  the  Surgical  Suite  on  the  fifUi  floor. 

The  Clinic  Addition  is  patient  oriented  and  improves  the  delivery  of  services  to 
patients. 

Outpatient  Substance  Abuse  Program 

The  Outpatient  Substance  Abuse  Treatment  Program  is  a  new  program,  designed 
to  identify,  assess  and  provide  treatment  for  veterans  with  drug  and  alcohol  prob- 
lems. Veterans  are  provided  with  the  appropriate  level  and  type  of  treatment  for 
periods  of  time  adequate  to  maximize  his  or  her  functioning.  Tne  Outpatient  Sub- 
stance Abuse  Treatment  Program  emphasizes  the  utilization  of  multiservice  pro- 
f  ramming,  coupled  with  VA  and  community  linkages.  Emphasis  within  the  program 
eals  with  the  chronic  relapsing  nature  of  substance  abuse  disorders,  attempting  to 
reduce  the  need  for  limited  acute  care  hospital  admissions  for  treatment. 

On  the  local  level,  a  comprehensive  system  of  outpatient  care  and  resources  has 
been  developed.  Recognizing  that  most  substance  aouse  patients  in  our  area  are 
poor  and  unemployed,  and  may  lack  the  skills  necessary  for  employment.  The  VA 
Medical  Center  has  in  place  a  Memorandum  of  Understanding  with  the  State  of 
West  Virginia,  Bureau  of  Employment  Programs,  Beckley  Job  Service  to  provide  job 
counseling  services.  One  day  per  week  a  Disabled  Veterans  Employment  Represent- 
ative comes  to  the  Outpatient  Substance  Abuse  Program  Clinic  to  assist  with  coun- 
seling and  job  referrals.  Referrals  also  can  be  made  to  the  Bureau  Monday  through 
Friday.  Community  based  self-help  groups  for  alcoholics  and  drug  abusers  are  held 
weekly  at  the  Medical  Center.  Relapse  and  educational  group  meetings  are  avail- 
able, as  well  as  individual  counseling  services. 

A  wide  variety  of  medical  services  are  offered  through  the  Medical  Center's  Out- 
patient Department  on  a  consultative  basis.  In  addition,  long  term  inpatient  treat- 
ment is  available  through  the  Virginia/West  Virginia  VA  Medical  Center  Network. 
Alcohol  inpatient  treatment  is  available  at  VAMC  Salem,  and  inpatient  drug  treat- 
ment is  provided  at  the  VAMC,  Richmond,  Virginia. 

The  VAMC  Outpatient  Substance  Abuse  Clinic  accepts  referrals  from  the  VA 
Medical  Center,  local  hospitals,  local  mental  health  centers,  with  court  system  and 
self  referrals.  Services  are  provided  to  members  of  families  and  significant  others, 
when  necessary,  for  the  effective  treatment  of  the  veteran. 

Discharge  Planning 

Discharge  planning  is  an  intregal  component  of  each  veteran's  hospital  treatment 
at  the  VMIC  Becklev.  Discharge  planning  begins  upon  admission  to  the  medical 
center.  Social  Work  Service  identifies  high  risk  and  problem  prone  patients  for  as- 
sessment and  begins  the  process  of  determining  eligioility  and  outreach  needs.  Pa- 
tients not  considered  high  risk,  but  who  are  identified  by  the  physician  or  other 
health  professionals  as  having  discharge  issues  are  referred  to  Social  Work  Service 
for  discharge  care  planning. 

The  assessment  process  continues  throughout  the  veteran's  hospital  stay.  Multi- 
disciplinary  treatment  teams  meet  weekly  on  each  acute  treatment  unit  to  develop 
Rlans  to  address  the  discharge  care  needs  of  veterans.  Physicians,  Social  Workers, 
furses  (ward  and  community  nurse).  Dietitian  and  other  ancillary  staff  work  to- 
gether to  develop  appropriate  treatment  and  discharge  plans  or  review  status  of  pre- 
viously discussed  plans,  making  adjustments  as  patient  care  needs  change. 


45 

Family  members/significant  other  are  encouraged  to  participate  in  the  assessment 
and  planning  process  to  ensure  their  needs  and  concerns  are  addressed.  Social 
Workers  and  tne  Community  Health  Nurse  Coordinator  arrange  service  provision 
and  community  linkages  prior  to  the  discharge  of  the  patient  from  the  medical  cen- 
ter. 

At  the  time  of  discharge,  nursing  personnel  review  physician's  discharge  plans, 
medications,  diet  instructions  and  return  appointments  with  the  patient.  Social 
Work  Service  contacts  20-25%  of  the  patients  discharged  each  month  to  ascertain 
the  patient's  compliance  with  the  discharge  plans  as  developed  by  the  physician  and 
the  treatment  team.  They  also  assess  the  patient's  readjustment  to  the  community 
based  facility  or  his  home  environment.  Patients  that  are  not  adjusting  to  the  plan 
are  offered  assistance  and/or  rescheduled  to  be  evaluated  by  a  VA  outpatient  physi- 
cian. This  reassessment  process  allows  the  medical  center  and  the  patient  to  iden- 
tify any  unresolved  problems  and/or  new  problems.  This  follow-up  process  provides 
us  an  opportunity  to  intervene  early  in  the  veteran's  post  hospital  treatment,  pre- 
venting problems  which  might  lead  to  an  early  readmission. 

Renal  Dialysis  Unit 

The  Renal  Dialysis  Unit  is  an  eight  (8)  station  unit  devoted  entirely  to 
hemodialysis.  It  is  located  on  the  4th  floor  on  the  4-B  wing.  The  hours  of  operation 
are  7:00  a.m.-3:30  p.m.  Monday  thru  Saturday,  unless  altered  to  meet  the  needs 
of  the  patient.  The  maximum  patient  limit  is  fourteen  (14)  with  three  (3)  vacancies 
for  overflow.  Currently  we  follow  twelve  (12)  patients  on  hemodialysis,  and  have 
three  (3)  oatients  from  renal  clinic  who  may  need  this  replacement  therapy  within 
the  next  three  (3)  months.  A  waiting  list  would  be  initiated  from  Medical  Adminis- 
tration Service  if  the  need  arises.  Diagnosis  for  patients  on  hemodialysis  include  di- 
abetes, hypertension,  polycystic  kidney  disease,  and  glomerulonephritis.  The  current 
modalities  and  treatments  are  offered  to  our  patients  with  an  excellent  outcome.  Bi- 
carbonate dialysis  offers  patients  treatment  without  n/v  or  hypotension.  Two  (2)  of 
our  machines  allow  patients  a  shorter  treatment  time.  The  drug  EPO  has  been 
available  to  our  patients  since  2/91.  Since  utilization  of  this  drug,  only  three  (3) 
blood  transfusions  were  required — EPO  maintains  the  patients  hematocrit,  decreas- 
ing their  need  for  blood.  The  anemia  is  a  result  of  their  renal  failure. 

Primary  nursing  is  practiced  on  the  hemodialysis  unit.  This  enables  excellent  op- 
portunities for  patients,  families  and  staff,  r/t  patient  education,  compliance  to  treat- 
ment plan  ana  outcome.  Primary  nursing  is  utilized  with  an  interdisciplinary  ap- 
proach to  patient  care  under  the  direction  of  a  Nephrologist  and  Chief  of  Medicine. 

In  addition  to  following  hemodialysis  patients,  the  Renal  Dialysis  Unit  RN's  follow 
approximately  fifty  (50)  patients  through  renal  clinic,  which  is  held  the  second  and 
fourth  Tuesday  of  each  month.  Patients  are  referred  to  this  clinic  with  renal  insuffi- 
ciency. The  goal  is  through  patient  education — (1)  these  patients  can  live  longer 
with  conservative  treatment,  (2)  if  there  is  a  need  for  renal  replacement  therapy, 
they  will  make  an  informal  decision  regarding  a  treatment  option,  and  (3)  if 
hemodialysis  is  the  option,  they  will  be  prepared  well  before  there  is  an  emergency 
situation  as  well  as  be  familiar  with  the  renal  interdisciplinary  team. 

All  patients  are  referred  for  transplant  evaluations,  if  interested.  Our  unit  had 
one  (1)  patient  on  the  transplant  list  at  Charleston  Area  Medical  Center  (CMAC) 
last  year — he  received  a  transplant  in  December. 

Our  dialysis  unit  serves  patients  in  four  (4)  counties.  We  maintain  the  highest 
quality  standards  while  keeping  current  with  all  the  hemodialysis  treatment  and 
care.  The  Head  Nurse  is  the  Unit  Representative  for  the  Network  5  Atlantic  Renal 
Coalition  (WV,  Virginia,  Maryland).  The  Head  Nurse  is  also  past  President  of  the 
WV  American  Nephrology  Nurses  Association,  and  now  serving  as  Treasurer.  One 
(1)  of  our  RN  staff  nurses  has  just  begun  her  two  year  term  as  President. 

Respite  Care  Program 

The  Respite  Care  Program  provides  families  of  disabled  or  chronically  ill  veterans 
an  opportunity  for  rest  and  relief  from  the  twenty-four  hour  continuous  care  they 
provide  for  veterans  in  their  homes.  A  veteran  is  admitted  to  Respite  care  at  the 
medical  center  after  a  Multidisciplinary  Committee  screens  the  request  and  pre- 
determines an  admission  and  discharge  date.  Respite  Care  provides  a  change  of  rou- 
tine and  an  opportunity  for  the  veteran  to  be  with  others. 

Respite  Care  patients  receive  twenty  four  hour  skilled  nursing  care  and  routine 
medical  supervision.  Social  Service  consultation  is  provided  for  the  veteran,  spouse, 
family  member  and/or  significant  other.  In  addition,  library  and  recreation  services 
are  available  to  the  veteran  upon  admission  and  to  the  family  at  time  of  discharge. 
In  the  event  of  a  medical  crisis,  acute  hospital  care  is  readily  available. 
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Respite  Care  is  available  for  up  to  thirty  days  a  year.  The  duration  of  any  one 
Respite  Care  admission  will  not  exceed  fourteen  (14)  days.  Patients  admitted  under 
the  auspices  of  the  Respite  Care  Program  may  be  admitted  once  every  guarter.  Cur- 
rently tnere  are  fifteen  (15)  veterans  actively  participating  in  the  Respite  Care  Pro- 
gram at  Beckley.  Their  participation  in  this  program  enables  their  families  to  pro- 
vide personal  care  services  in  their  homes  knowing  that  relief  and  assistance  for 
them  and  the  veteran  is  available.  This  pro-am  reduces  the  number  of  acute  ad- 
missions to  the  facility  by  providing  needed  inpatient  services  for  the  veterans  and 
respite  for  family  members  and  other  care  givers  on  an  intermittent  basis.  The  pro- 
gram enables  veterans,  who  have  need  for  long  term  care,  to  reside  in  their  home 
rather  than  in  a  Community  Nursing  Home  or  the  VA  Nursing  Home  Care  Unit. 

Oncology/Radiation  Program 

During  the  past  two  years,  the  Beckley  VAMC  Oncology  Program  has  rapidly  ex- 
panded from  a  Primary  Level  program  to  a  Secondary  Level  Program. 

TTie  establishment  of  this  innovative  program/services  has  added  to  the  number 
of  unique  cancer  cases  treated  per  year  {^now  reaching  more  than  200  eligible  veter- 
ans). Its  CjOAL  was  to  provide  advanced,  high  quality,  and  easily  accessible  cancer 
care  to  our  veteran  population. 

(Joing  beyond  the  pnysical  mechanics  of  developing  a  program  that  would  meet 
the  estabUshed  goal,  the  Cancer  Program  has  made  a  great  impact  on  the  commu- 
nity. This  was  accomplished  by  working  with  local  health  care  providers  and  build- 
ing upon  established  programs  that  insure  patients  benefit  from  the  coordinated 
comprehensive  delivery  of  services. 
Examples: 

Radiation  Therapy:  A  service  contract  was  implemented,  locally,  to  prevent  un- 
necessary retention  of  patients  in  acute  beds  and  avoid  placement  of  patients  in 
types  of  units  that  have  an  adverse  effect  on  their  morale.  The  contract  assists  the 
community  by  bringing  funding  which  contributes  to  new  technology,  business  and 
jobs. 

Collaborative  efforts  established  between  in-house  medical  staff  and  consult- 
ants (Oncology)  from  the  community,  allows  input  which  is  shared  concerning 
treatment  and  evaluation  of  patient  care  (i.e..  Cancer  Screening  Committee, 
Tumor  Conference,  etc.) 

A  full-time  Tumor  Registry  (computerized)  position  allows  tracking  of  cancer 
trends  in  the  community.  The  program  will  allow  provision  of  data  into  the 
State  and  Regional  Tumor  Registry,  which  will  aid  in  evaluating  treatments 
and  assistance  in  program  management. 

Full-time  Oncology  Nurse  position  has  been  an  essential  component  for  main- 
taining continuity  of  care. 

The  community  and  the  people  it  serves  has  been  a  focus  of  communication 
for  the  Oncology  Nurse.  By  knowing  community  needs  and  facilitating  the  de- 
velopment of  programs  to  meet  those  needs,  the  Oncology  Nurse  has  become  a 
resource  to  the  community.  Working  with  community  agencies  and  organiza- 
tions, such  as  the  American  Cancer  Society,  much  needed  support  groups  were 
organized  (e.g..  Reach  to  Recovery,  and  For  Men  Only — gender  specific. 

Contacts  with  the  media  has  facilitated  positive  public  attention  and  accept- 
ance of  the  cancer  program.  Through  collaoorative  efforts  with  other  oncology 
nurses  in  the  community,  a  Special  Interest  Group  was  organized.  The  group  s 
focus  is  on  new  medicines,  techniques,  and  care  for  the  patient. 

Specialist  share  current  research/studies  and  skills  with  nurses  and  student 
nurses  in  the  community.  The  service  is  free  to  be  public,  CEU  credits  are  pro- 
vided, thus  helping  them  to  earn  extra  credits  toward  degrees. 
This  oncology  program  has  clearly  provided  positive  impact  for  the  veterans  and 
community.  It  has  snown  how  federal  agencies  can  work  together  with  the  commu- 
nity to  establish  programs  that  insure  quality  care  and  community  growth. 


PREPARED  STATEMENT  OF  DR.  SIDNEY  JACKSON,  ASSOCIATE  CHIEF  OF 
STAFF,  AMBULATORY  CARE,  CLARKSBURG  VA  MEDICAL  CENTER 

White  Paper  an  Program  Description  and  Impact  on  Rural  Veterans,  along 
WITH  Possible  Course  of  National  Health  Reform,  and  Impact  on  their 
Programs 

The  veteran  patient  has  unique  and  individual  medical  problems,  many  times  re- 
lated to  their  service  in  the  United  States  Armed  Forces.  Our  goal  is  to  truly  serve 
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those  who  have  served  us.  Our  steps  in  doing  this  are  to  achieve  a  personal,  inter- 
active relationship  with  our  patients,  focusing  on  personality,  accountability,  and  re- 
sponsibility between  the  clinical  healthcare  provider  and  the  patient.  Realizing, 
"that  no  greater  love  than  this  that  one  should  lay  down  his  life  for  another,"  our 
intent  is  to  honor  the  love  and  integrity  shown  to  our  nation  by  providing  the  most 
"consumer  friendly^  program  to  our  patients.  From  our  standpoint,  the  veteran  and 
his/her  medical  needs  are  the  reason  we  are  here. 

To  accomplish  the  above  philosophical  and  practical  goals,  we  are  currently  mov- 
ing toward  a  true  primary  care  model  in  our  Ambulatory  Care  Section.  In  our  pro- 
gram the  patient  is  received  and  administratively  processed  and  clinically  directed 
to  appropriate  patient  care  areas.  Once  diagnosis  is  estabhshed  and  treatment  is 
prescribed,  the  patient  is  guided  back  through  Nursing  for  education,  Pharmacy  for 
medication  and  drug  education,  Medical  Administration  Service  for  closure  of  their 
record  of  that  day  and  establishment  of  future  appointments.  Routine  medical  care 
can  be  and  should  be  scheduled,  thereby  reducing  the  stress  and  time  to  the  patient, 
as  well  as  the  clinical  staff.  In  those  cases  where  a  patient  is  unscheduled,  the  pa- 
tient is  sent  to  a  triaging  area.  In  emergent  cases,  the  patient  is  taken  directly  to 
the  Emergency  Room  area  for  rapid  care  and  disposition. 

At  the  Louis  A.  Johnson  VA  Medical  Center,  we  are,  in  fact,  walking  the  road  to- 
ward becoming  a  full  true  primary  care  model,  where  a  patient  knows  their  doctor, 
their  doctor  knows  his  patients,  there  is  accountability  and  responsibility  from  pa- 
tient to  doctor,  doctor  to  patient,  and  throughout  this  process,  we  maintain  a  rela- 
tionship based  on  mutual  respect  and  trust.  On  these  key  elements,  good  commu- 
nication, good  relationships,  and  therefore,  effective  medicine  are  based.  As  funding 
becomes  available,  expansion  of  educational  programs  by  Nursing  personnel  regaro- 
ing  Diabetes,  Hypertension,  Preventative  Care,  Smoking  Cessation,  Nutrition  and 
Reduction  of  Cholesterol,  can  be  accomplished.  In  primary  care  medicine,  the  old 
adage,  "an  ounce  of  prevention  is  worth  a  pound  of  cure"  certainly  applies. 

As  a  physician,  and  a  veteran  who  has  practiced  in  this  area,  since  1977,  privately 
until  three  years  ago  and  now  in  the  VA  setting,  I  feel  that  we  provide  an  essential 
element  of  medical  care  to  patients  in  this  area  who  would  not  have  medical  care 
otherwise.  We  are  quite  rural  and  many  of  our  patients  gladly  travel  long  distances 
because  of  our  unique  provision  of  medical  care  to  the  veteran  population. 

At  this  time,  the  advantage  the  private  sector  has  is  funding.  We  are  providing 
quality  care  in  the  Veterans  Affairs,  at  much  less  cost.  With  additional  funding,  we 
will  breach  preventive  medicine  issues  more  effectively.  I  must  note,  coming  from 
the  private  sector  to  the  Veterans  AfTairs,  and  becoming  a  veteran  during  Operation 
Desert  Storm,  there  is  a  difference  in  what  the  private  sector  can  accomplish  for 
the  veteran  versus  the  Veterans  Affairs.  As  I  previously  stated,  veterans  have 
unique  problems  and  issues,  which  I  believe  are  not  easily  learned  in  the  private 
setting.  In  the  veteran  setting,  education,  and  daily  experience,  are  key  elements 
in  learning  these  veteran  problems,  which  I  do  not  think  could  be  achieved  in  the 
private  setting.  As  a  private  practitioner,  I  heard,  but  I  soon  forgot.  At  times  I  saw 
and  I  would  remember.  I  felt  I  had  a  good  understanding  of  the  medical  needs  of 
the  veteran.  Only  when  I  came  to  the  VA  Medical  Center,  was  I  able  to  do  the  work 
as  a  veteran's  advocate  for  health  care  and  understand  their  medical  needs.  I  truly 
believe  we  are  here  to  care  for  those  that  have  "Borne  the  battle"  and  to  honor  those 
who  showed  great  love  by  laying  their  life  down  for  our  country.  I  feel  that  after 
national  health  care  reform,  there  should  be  a  true  primary  care  program  where  a 
physician  cares  for  a  certain  block  of  patients.  The  patient  knows  his  doctor,  the 
doctor  knows  his  patient,  there  is  a  seamless  efficient  flow  from  entrance  of  the  fa- 
cility to  exit,  accomplishing  good  medical  evaluation,  diagnostic  work  up,  establish- 
ment of  diagnosis  and  treatment,  and  appropriate  follow  up.  Because  these  individ- 
uals are  veterans  with  emotional,  medical,  psycho  social,  and  physical  needs,  their 
care  should  be  continued  through  a  veteran  s  health  care  facility.  In  conclusion,  but 
not  to  be  considered  least  important,  we  are  beginning  to  train  the  next  generation 
of  health  care  providers  through  primary  care. 


White  Paper  on  Summary  of  Program  Description 

In  my  position  as  Associate  Chief  of  Staff  for  Ambulatory  Care  at  the  Louis  A. 
Johnson  VA  Medical  Center,  I  am  responsible  for  the  clinical  management  of  patient 
care  in  the  Outpatient  area  of  our  hospital.  From  my  experience,  outpatient  medi- 
cine is  challenging  to  the  VA  system  and  has  its  unique  needs.  We  must  effectively 
interlock  our  function  with  the  in-patient  services  of  Psychiatry,  Medicine,  Surgery, 
and  the  support  services  of  our  hospital.  By  effectively  accomplishing  this,  we  will 
provide  an  environment  where  primary  care  specialists  may  provide  initial  and  long 
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term  general  medical  care,  referring  to  specialists  and  outpatient  clinics  when  so  in- 
dicated. In  a  nutshell,  the  Ambulatory  Care  team  provides  personalized  care  to  pa- 
tients while  developing  accountability  and  resjwnsiDility  in  their  relationship.  Clini- 
cians then  serve  to  assist  the  patient  in  his/her  interactions  with  the  specialists  in 
the  facility  and  to  educate  ana  aid  understanding.  We  provide  emergency,  urgent, 
and  routine  initial  and  continuing  follow-up  care  in  the  primary  care  model.  Al- 
though in  our  setting  it  is  not  fully  developed,  the  primary  care  model  described  is 
the  template  on  which  we  are  progressing  as  we  seek  to  provide  the  care  for  our 
veteran  patients.  A  key  phrase  is  "communication  is  a  beginning  of  understanding." 
By  understanding  the  needs  of  the  veteran  and  the  health  care  providers,  we  ulti- 
mately can  do  our  job  and  do  it  efficiently  and  economically,  yet  with  a  positive  per- 
sonality. 


PREPARED  STATEMENT  OF  DR.  ERIC  GERDEMAN,  COORDINATOR,  PTSD 
RESIDENTIAL  REHABILITATIONAL  PROGRAM,  MARTINSBURG  VA  MEDI- 
CAL CENTER 

Purpose:  The  PTSD  Residential  Rehabilitation  Program  (PRRP)  offers  new,  ex- 
panded and  cost  effective  treatment  for  PTSD  and  can  provide  access  to  VA  health 
care  services  and  inpatient  treatment  programs  for  veterans  suffering  from  PTSD. 
Such  service  are  uniaue  and  are  not  provided  in  the  private  sector. 

Background:  The  National  Vietnam  Veteran  Readjustment  Study  in  1988  reported 
that  onlv  20%  of  the  490,000  Vietnam  veterans  sufferingform  PTSD  had  ever  re- 
ceived VA  assistance.  In  response  to  this  finding,  new  PTSD  initiatives  were  de- 
signed by  VA  Central  Oflice  to  provide  new  and  expanded  specialized  inpatient  and 
outpatient  PTSD  treatment  to  the  undeserved  war  zone  veterans.  Funds  were  au- 
thorized and  appropriated  by  Congress  for  these  programs.  The  PRRP  is  one  of 
these  new  programs  initiated  in  FY92. 

Summary:  The  PRRP  is  an  aftercare  type  program,  which  provides  expanded  serv- 
ices to  veterans,  who  have  completed  a  Specialized  Inpatient  PTSD  Program  (SIPU). 
The  purpose  of  the  SBPU  is  primarily  to  focus  on  war  zone  traumatic  issues.  The 
purpose  of  the  PRRP  is  to  focus  on  rehabilitation,  present  day  adjustment  problems 
and  preparation  to  return  to  the  community  The  PRRP  is  generally  located  in  a 
Domiciliary  or  other  halfway  house  setting. 

The  Domiciliary  at  the  VA  Medical  Center,  Martinsburg,  WV,  was  selected  and 
funded  by  VA  Central  Office  as  the  site  for  one  of  the  first  PRRPs.  The  first  patients 
were  admitted  in  March  1992,  to  this  date  114  have  successfully  completed  the  pro- 
gram and  there  is  presently  a  four  month  waiting  list  for  a  bed.  The  PRRP  in  Mar- 
tinsburg is  a  90  day  structured  therapeutic  program  for  veterans  for  all  eras,  who 
have  the  diagnosis  of  PTSD  as  a  result  of  their  war  zone  experience(s)  and  who  have 
completed  an  inpatient  treatment  program.  There  are  30  residential  beds  in  the 
Domiciliary  for  tnis  program.  The  program  is  staffed  by  ten  interdisciplinary  mem- 
bers, who  are  knowledgeable  about  the  treatment  of  PTSD.  The  program's  purpose 
is  to  continue  to  treat  war  zone  traumatic  issues,  to  learn  new  and  more  appropriate 
social  and  coping  skills,  to  address  present  day  adjustment  problems,  and  to  prepare 
for  a  successful  return  to  the  community.  Treatment  consists  of  group  psycho- 
therapy, issue-specific  groups,  e.g..  Ethnic  Awareness,  The  Nature  of  Emotions,  edu- 
cational/skill learning  groups,  e.g.,  Assertiveness,  Stress  Management,  Communica- 
tion Skills,  individual  therapy  and  therapeutic  activities.  Fifteen  (15)  patients  begin 
the  program  together  and  continue  for  the  90  dav  period  as  a  unit,  so  tnat  they  have 
the  opportunity  to  develop  trust,  support  and  snaring  with  one  another.  There  are 
therapeutic  activities,  such  as  visits  to  the  Vietnam  Memorial  (The  Wall)  in  Wash- 
ington, DC,  group  outings,  volunteer  work  in  the  Nursing  Home  Care  Unit,  a  group 
project  and  a  weekly  resident  council  meeting. 

For  veterans  who  have  never  received  treatment  for  PTSD,  a  referral  can  be  made 
to  the  Specialized  Inpatient  PTSD  Units  (SIPU)  from  the  PRRP,  any  VA  Medical 
Center  or  Vet  Center.  They  can  then  apply  to  the  PRRP,  upon  completion  of  the 
inpatient  treatment.  For  patients  in  the  PRRP,  the  VA  Medical  Center  at  Martins- 
burg provides  treatment  for  whatever  health  care  services  they  might  need.  VA  Out- 
patient Clinics  and  Vet  Centers  are  utilized  for  follow-up  care,  once  the  veteran  has 
returned  to  the  community.  Emphasis  is  placed  on  the  necessity  for  continued  out- 
patient treatment  and  a  support  group/system  in  the  conununity.  In  addition,  the 
professional  stafi"  of  the  PRRP  provides  education  and  consultative  services  about 
PTSD  to  the  VAMC,  the  Domiciliary,  and  the  local  community. 

The  PRRP  is  a  direct  care  provider  for  PTSD  and  offers  comprehensive  treatment 
through  a  separate  interdisciplinary  treatment  team.  The  location  of  the  program 
in  the  Domiciliary  provides  the  veteran  with  a  semi-structured  environment  before 
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re-entering  the  community.  The  PRRP  program  is  less  costly  than  the  inpatient 
treatment  units  (SIPU);  the  estimated  cost  for  the  SEPU  is  approximately 
$1,000,000  per  year,  .whereas  the  estimated  cost  of  the  PRRP  of  a  similar  size  is 
approximately  one  half  of  that  cost.  Admissions  to  the  orogram  are  screened  by  the 
PKIP  Treatment  Team  to  ensure  appropriateness  ana  motivation.  In  March  1993 
a  national  system  to  establish  a  data  base  and  tracking  system  for  all  specialized 
ITSD  programs  was  initiated  at  the  Northeast  Program  Evaluation  Center,  West 
Haven,  CT. 

There  still  remains  a  large  number  of  veterans  who  suffer  from  PTSD,  as  a  result 
of  their  war  zone  experience(s)  and  military  service,  but  who  have  never  sought 
treatment.  Hopefully,  with  eligibility  reform  and  national  health  care  reform  these 
veterans  can  readily  avail  themselves  of  the  specialized  inpatient  and  outpatient 
PTSD  programs.  The  VA  is  uniquely  qualified  to  treat  PTSD  and  such  services  are 
not  available  in  the  private  sector.  Research  and  treatment  in  the  area  of  PTSD  has 
been  one  of  the  major  accomplishment  of  the  VA.  Additionally,  the  staff  of  the  VA 
can  provide  the  expertise  and  training  in  the  diagnosis  and  treatment  of  PTSD  to 
professionals  outsiae  of  the  VA. 

Traditionally,  private  sector  health  care  has  not  provided  treatment  for  war  trau- 
ma and  private  health  care  facilities  lack  the  expertise  and  the  resources  to  treat 
this  type  of  disorder.  It  is  imperative  that  we  not  lose  sight  of  the  special  needs  of 
our  veteran  patients  in  national  health  care  reform.  Our  veterans  need  and  deserve 
specialized  treatment.  This  program  is  uniquely  qualified  to  provide  this  specialized 


PREPARED  STATEMENT  OF  JOHN  W.  LOONEY,  TEAM  LEADER,  WHEELING 
VET  CENTER 

Since  the  Wheeling  Vet  Center  opening  January  17,  1990,  this  three  person  team 
has  served  900  veterans.  Our  primary  mission  is  the  treatment  of  emotional  wounds 
caused  by  the  trauma  of  war  for  Vietnam,  Vietnam-Era  and  Post  Vietnam  Combat 
Theater  Veterans.  Readjustment  counseling  includes  spouses  and  employment  is- 
sues also.  We  have  Disabled  Veterans  Outreach  personnel  visit  our  center  from  both 
West  Virginia  and  Ohio  Employment  Security  Agencies.  We  have  four  ongoing 
groups  including  three  evening  groups.  Our  group  attendance  may  number  as  high 
as  16  but  average  about  nine  or  ten.  Our  Spouse's  group  meet  on  alternate  Monday 
nights  and  the  PTSD  groups  meet  Wednesday  night  and  Thursday  afternoon  and 
Thursday  nights.  Until  recently  a  Persian  Gulf  veterans  group  meet  on  Friday  after- 
noon. We  have  an  out-station  that  is  30  miles  away  in  Stubenville,  Ohio.  We  do 
groups  individual  and  couples  counseling  at  both  Wheeling  and  Stubenville.  We  as- 
sess veterans  in  their  recovery  from  drug  and  alcohol  abuse.  We  make  referrals 
weekly  to  the  Department  of  Veterans  Af^irs  Medical  Center  in  Pittsburgh,  Penn- 
sylvania. A  local  veterans  organization  named  The  Upper  Ohio  Valley  Veterans 
Council  is  organized  and  housed  at  the  center  to  schedule  and  transport  veterans 
to  the  hospitals  75  miles  away  from  the  Wheeling  center. 

Outreach  is  difficult  for  a  three  person  team.  We  find  our  reputation  to  serve  vet- 
erans and  word  of  mouth  is  our  best  resource.  Additionally,  we  talk  with  veterans 
organizations  periodically.  We  do  seminars  for  professionals  such  as  for  the  Sexual 
Assault  Center  in  Wheeling.  We  network  with  other  Mental  Health  professionals  in 
the  conununity.  We  sponsor  Aids  training  for  professional  and  paraprofessional  So- 
cial Workers  in  the  community.  I  have  volunteered  as  the  Clinical  Director  for  the 
CISD  (Critical  Incident  Stress  Debriefing)  Team  for  Emergency  Personnel.  I  serve 
on  the  Greater  Wheeling  Homeless  Board  of  Directors.  A  quarter  of  the  homeless 
in  Wheeling  are  veterans.  The  center's  Resource  Committee  selects  one  Vietnam 
Veteran  annually  for  his  service  to  the  community.  That  brings  us  some  positive 
publicity.  We  distribute  pamphlets  that  are  related  to  Women  Veterans  and  Persian 
Gulf  Veterans  as  well  as  Vietnam-Era  Veterans.  We  find  pamphlets  helpful  when 
we  outreach  the  many  Reserve  and  National  Guard  Centers  in  our  catchment  area. 

The  team  at  the  Wheeling  Vet  Center  is  proud  of  our  efforts  to  serve  veterans. 


PREPARED  STATEMENT  OF  G.L.  HARPER,  DIRECTOR,  WEST  VIRGINIA 
DIVISION  OF  VETERANS  AFFAIRS 

Mr.  Chairman  and  Members  of  the  Committee,  it  is  a  pleasure  and  honor  for  me 
to  appear  before  this  meeting  of  the  Senate  Veterans'  Affairs  Committee. 

On  behalf  of  the  210,100  veterans  of  West  Viivinia,  I  wish  to  stress  their  concerns 
as  it  relates  to  health  care  administered  by  the  U.S.  Dept.  of  Veterans  Affairs. 
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VA  Medical  care  is  deteriorating  due  to  lack  of  funding  and  shortage  of  personnel 
and  more  and  more  of  services  are  being  cut  to  make  up  these  shortfalls.  We  are 
concerned  that  the  VA  does  not  have  the  capabilities  of  providing  care  to  an  ex- 
panded veterans  population.  Although  we  support  a  system  which  would  provide 
health  benefits  for  all  Americans,  we  believe  that  the  VA  health  care  system  remain 
intact  and  dedicated  to  America's  veterans. 

There  are  veterans  in  the  State  of  West  Virginia  that  are  experiencing  problems 
with  receiving  care  from  the  VA  due  to  distance  and  unavailability  of  transportation 
and  we  strongly  endorse  a  reconfiguration  of  catchment  area's  of  each  VA  hospital 
to  allow  mobile  medical  units  to  reach  outlying  areas. 

With  respect  to  the  issue  of  funding  for  VA,  that  regardless  of  any  type  of  national 
health  care  system  adopted,  VA  must  retain  its  exclusive  appropriation  support. 

VA  has  always  been  and  should  always  be,  far  more  than  just  another  health  care 
provider. 

In  meeting  this  nation's  legal  and  moral  obligation  to  care  for  those  who  have 
often  sacrificed  so  much  on  behalf  of  this  nation,  VA  is  providing  a  service  and 
knowledge  of  incalculable  value,  going  far  beyond  what  may  be  described  in  dollars 
and  cents. 

This  is  a  value  which  flows  to  veterans  and  non-veterans  alike,  and  must  be  sus- 
tained by  providing  the  U.S.  Department  of  Veterans  Affairs  with  a  sufficient  an- 
nual appropriation. 

I  would  like  at  this  time  to  touch  on  some  of  the  problems  that  our  veterans  in 
West  Virginia  are  experiencing  with  the  VA  medical  system.  There  have  been  com- 
plaints as  to  veterans  rated  100%  service  connected  total  and  permanent  being  re- 
fused medical  treatment  at  the  VAMCs  and  medical  physicians  who  were  very  short 
with  the  veteran  and  showed  a  total  lack  of  concern  for  the  disabilities  being  evalu- 
ated. 

Veterans  are  being  charged  co-payments  for  medications  which  are  for  the  individ- 
uals service  connected  disabilities.  There  seems  to  be  communication  problems  as 
the  majority  of  VAMC  doctors  are  of  a  foreign  descent  and  the  veterans  are  unable 
to  understand  what  is  being  relayed  to  them. 

Veterans  who  are  unable  to  travel  are  having  their  Fee  Basis  Cards  revoked  and 
told  that  they  will  have  to  come  to  the  VAMCs  for  treatment.  These  fee  cards  are 
for  service  connected  disabilities. 

At  one  time,  when  VA  pharmacies  did  not  have  medications  for  veterans  who 
were  service  connected,  the  VA  pharmacies  would  obtain  them  locally.  Currently,  if 
the  VA  does  not  have  a  specific  medication,  it  is  left  up  to  the  veteran  to  obtain 
it  at  their  own  expense,  which  causes  a  hardship  both  medically  and  financially. 

Scheduled  appointments  are  being  canceled  and  the  veteran  is  never  notified  until 
he  shows  up  at  the  medical  center  and  told  his  appointment  has  been  rescheduled. 

Veterans  whose  only  medical  treatment  over  the  years  have  been  VA  Medical 
Centers  are  now  being  told  they  will  no  longer  be  treated  and  must  see  their  private 
doctor,  of  which  they  have  none.  Veterans  are  not  told  by  the  patient  representative, 
but  by  non-vet  clerks  or  a  physician  and  they  are  told  in  an  impersonal,  uncaring 
way,  as  if  someone  was  discarding  an  old  shoe  which  is  no  longer  of  use. 

Our  World  War  I  veterans,  who  are  rapidly  passing  away,  are  not  always  getting 
the  treatment  they  deserve.  According  to  law,  treatment  is  for  any  and  all  disabil- 
ities, and  medications  are  to  be  provided. 

Veterans  are  of  the  opinion  tnat  like  the  old  shoe,  once  he  has  been  used,  he  is 
expendable  and  no  longer  needed  and  may  be  discarded  with  no  future  benefits  for 
his  sacrifices  in  service  to  his  state  and  country. 

Aging  WWII  veterans  will  increase  the  need  for  more  nursing  home  care.  It  is  es- 
timated that  approximately  60,000  of  our  210,100  West  Virginia  veterans  will  be  in 
need  of  nursing  care  by  the  year  2000. 

Then  as  the  WWII  veterans  thin  out,  you  will  have  the  Korean  veterans  and  it 
goes  on  and  on,  so  without  proper  preventative  medical  care  from  the  U.S.  Depart- 
ment of  Veterans  Affairs  medical  centers,  the  situation  will  worsen. 

Each  VAMC  should  be  able  to  stand  alone  to  ensure  that  they  have  the  specialist 
fields  available  and  will  not  have  to  resort  to  transporting  veterans  patients  out  of 
state  for  treatment,  which  is  cost  prohibitive. 

While  I  am  supportive  of  a  national  health  care  system  which  would  provide  a 
benefits  package  for  all  Americans,  I  remain  convinced  that  the  VA  system  remain 
dedicated  to  America's  veterans. 

I  wish  things  were  like  they  were  in  the  1970's  where  any  honorably  discharged 
veteran  could  travel  to  a  VA  Medical  Center,  receive  care  and  medications  without 
being  required  to  meet  the  MEANS  test  and  other  obstacles  they  must  currently 
overcome  before  admission  and  treatment. 
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Mr.  Chairman,  in  conclusion,  I  wish  to  thank  you  on  behalf  of  the  veterans  of 
West  Virginia  for  the  honor  of  appearing  before  your  committee  to  express  their  con- 
cerns. 

I  will  be  pleased  to  answer  any  questions  relative  to  this  testimony. 


PREPARED  STATEMENT  OF  RANDY  PLEVA,  PRESIDENT,  WEST  VIRGINIA 
CHAPTER,  PARALYZED  VETERANS  OF  AMERICA 

Mr.  Chairman  and  Members  of  the  Committee,  Paralyzed  Veterans  of  America 
(PVA)  appreciates  this  opportunity  to  express  our  views  on  the  potential  effects  of 
health  care  reform  on  veterans  in  West  Virginia.  We  would  also  like  to  address  the 
need  to  establish  clear  entitlement  and  access  to  comprehensive  health  care  for  all 
eligible  veterans,  most  importantly,  veterans  with  catastrophic  disabilities. 

For  over  45  years,  PVA  has  served  the  needs  of  its  members,  veterans  who  have 
incurred  a  spinal  cord  injury  or  dysfunction.  As  advocates  for  catastrophically  dis- 
abled veterans,  we  have  witnessed  the  Department  of  Veterans  Affairs  (VA)  become 
a  national  leader  in  the  care  and  rehabilitation  of  individuals  with  a  spinal  cord  in- 
jury. Following  World  War  II,  the  life  expectancy  for  an  individual  with  a  spinal 
cord  injury  (SCI)  could  be  measured  in  months.  At  the  present  time,  in  many  re- 
spects through  advances  pioneered  by  VA,  these  individuals  can  expect  to  live  full 
and  productive  lives. 

Due  to  the  intricate  nature  of  spinal  cord  injury,  very  few  other  medical  services 
within  the  VA  require  more  active  coordination  between  multiple  medical  specialties 
and  sub-specialties  to  provide  complete  care.  The  disability  requires  continuous 
medical  monitoring  to  prevent  the  onset  of  serious  complications  and  potential 
lengthy  hospitalization.  It  also  requires  that  those  health  professionals  providing 
that  care  receive  specialized  training  and  professional  sensitivity  to  the  unique  na- 
ture of  spinal  cord  injury  and  its  potential  life-threatening  complications. 

However,  no  matter  how  advanced  VA  SCI  programs  have  become,  the  system  is 
useless  to  a  veteran  with  a  spinal  cord  injury  if  he  or  she  is: 

Not  eligible  to  receive  the  full  range  of  services  available,  or. 
Unable,  because  of  distance,  decree  of  disability  or  mobility  to  avail  them- 
selves of  those  services. 
Unfortunately,  as  you  are  well  aware,  Mr.  Chairman,  veterans  with  spinal  cord 
injuries  living  in  West  Virginia  have  difficulty  on  both  counts  receiving  the  services 
they  need.  If  the  Administration  and  the  Congress  are  going  to  reform  the  nation's 
health  care  system  and  improve  VA  services  at  the  same  time,  both  problems  affect- 
ing eligibility  and  access  will  have  to  be  addressed. 
Recommendation:  Eligibility  Reform 

The  Administration  or  the  Congress  should  set  requirements  that  all  eligible  vet- 
erans— service-connected.  Category  A  and  catastrophically  disabled  veterans — 
should  receive  full  access  to  VA  health  care  services  including  inpatient,  outpatient 
and  long  term  care. 

At  the  present  time  health  care  sponsored  by  VA  is  an  inconsistent  patchwork  of 
services  ruled  by  an  inequitable  and  confusing  set  of  eligibility  rules.  Nowhere  can 
these  inconsistencies  be  more  clearly  seen  that  when  the  VA  sets  rules  for  out- 
patient care.  For  instance: 

Veterans  with  service-connected  disabilities  rated  50  percent  or  more  have 
unlimited  entitlement  for  inpatient  and  outpatients  services. 

Other  service-connected  veterans  rated  below  50  percent  are  eligible  for  out- 
patient care,  but  only  for  their  service-connected  aisabilities.  These  veterans, 
seeking  services  for  the  balance  of  their  care,  along  with  the  low  income  Cat- 
egory A  non-service  connected  veteran,  the  "special  category"  veterans  (World 
War  I,  Agent  Orange,  etc.)  can  only  receive  outpatient  care  on  a  space-available 
basis  or  on  an  individual  medical  determination  to  obviate  the  need  for  inpa- 
tient treatment  or  as  a  follow-up  to  hospitalization. 
This  situation  is  confusing  enougn  for  VA  to  implement,  let  alone  for  veterans  to 
understand.  What  this  means,  particularly  for  the  non-service  connected  veteran 
with  a  spinal  cord  injury,  is  that,  in  many  instances,  he  or  she  would  not  be  eligible 
to  receive  certain  outpatient  services.  These  services  would  include  many  preventive 
and  primary  care  services,  check-ups  and  health  monitoring  procedures  which  are 
essential  to  help  maintain  the  healtn  status  of  these  catastrophically  disabled  veter- 
ans. With  access  to  full  care,  including  full  eligibility  to  outpatient  care,  many  veter- 
ans would  be  barred  from  receiving  simple  outpatient  care  services  until  such  time 
as  the  condition  had  grown  severe  enough  to  avoid  hospitalization  or  warrant  expen- 
sive inpatient  care.  Such  a  situation  is  not  in  the  best  interest  of  the  taxpayer's  dol- 
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lar  in  running  the  VA  health  care  system.  It  is  certainly  not  in  the  best  interest 
of  the  health  of  the  veteran  patient. 
Availability  of  Services: 

The  Congress  and  the  Administration  will  have  to  insure  that  veterans  living  in 
rural  areas  or  remote  areas  of  the  country  can  receive  full  access  to  appropriate 
services  particularly  for  spinal  cord  injured  veterans. 

Access  to  health  care  services  is  also  controlled  by  the  location  of  the  facility  and 
the  availability  of  appropriate  services.  Access  to  appropriate  care  is  one  of  the  most 
serious  problems  and  disincentives  for  spinal  cord  injured  veterans  in  West  Virginia 
to  receive  the  care  they  need. 

Staffing  is  insufficient  at  the  four  West  Virginia  VA  medical  centers  for  SCI  veter- 
ans to  receive  the  specialized  services  they  need.  Routine  care  requires  the  veteran 
to  go  to  one  of  the  four  West  Virginia  hospitals  and  then  be  transferred  either  to 
Richmond,  Virginia,  Memphis,  Tennessee  or  Cleveland,  Ohio  to  spinal  cord  injury 
centers  at  those  locations.  Total  time,  including  travel  and  transfer  time,  for  these 
hospitalizations  could  take  well  over  one  week.  The  inconvenience  and  lost  time 
from  family  or  employment  works  as  a  great  disincentive  for  SCI  veterans  in  this 
state  to  receive  the  proper  care  they  need. 

For  example,  our  chapter  took  a  recent  survey  of  the  West  Virginia  membership 
to  determine  how  many  members  were  seeking  medically-advisable  yearly  check- 
ups. The  survey  contacted  120  members:  thirty-five  members  went  for  yearly  check- 
ups. Out  of  the  eighty-five  who  had  not  had  yearly  physical,  sixty-five  had  not  had 
a  check  up  in  five  years,  fourteen  in  four  years,  three  in  three  years  and  six  in  the 
last  two  years.  The  main  reason  given  by  the  vast  majority  of  these  veterans  for 
not  seeking  yearly  physicals  was  the  lack  of  access  and  appropriate  care  at  VA  med- 
ical centers  closer  to  home. 

Another  survey  conducted  by  the  our  Chapter  to  VA  health  care  professionals  in 
Nursing  Service,  Medical/Surgical  Services,  Social  Work  and  Rehabilitation  Services 
in  West  Vii^nia  facilities  produced  an  equally  disturbing  result.  It  found  that:  42 
percent  of  the  nurses,  90  percent  of  physicians  and  60  percent  of  the  Rehab  Medi- 
cine personnel  surveyed  indicated  they  were  not  comfortable  managing  care  of  the 
SCI  veteran. 

The  problems  experienced  by  the  SCI  veteran  in  West  Virginia  are  a  matter  of 
a  lack  of  clear  eligibility  for  outpatient  and  long  term  care  services.  They  are  also 
a  lack  of  specialized  care,  a  lack  of  available  facilities  and  resources  to  provide  ade- 
quate personnel  and  training  to  meet  acute  care  and  even  certain  basic  health  care 
needs.  Most  important  of  these,  however,  is  access  to  basic  primary  and  preventive 
health  care  services  that  meet  the  needs  of  the  spinal  cord  injured  veteran. 

The  effectiveness  and  economies  of  practicing  preventative  medicine  have  been 
well-documented.  Discovering  and  treating  conditions  early  can  avoid  lengthy  and 
prolonged  expensive  hospitalization.  The  SCI  veteran  faces  multiple  potential  prob- 
lems involving  multiple  body  systems.  For  example,  urinary  tract  infections  and  cal- 
culus are  a  chronic  worry  for  these  veterans.  Skin  ulcers  can  be  a  severe  problem, 
if  not  life -threatening,  for  many  veterans  if  not  treated  in  a  timely  fashion. 
Recommendation: 

To  overcome  this  problem  of  access,  we  recommend  that  VA  establish  a  local  SCI 
clinic  at  the  Huntington  VA  Medical  Center.  A  local  clinic  would  reduce  the  number 
of  miles  a  SCI  veteran  would  have  to  travel  for  regular  check  ups,  reduce  family 
disruptions  and  stress.  The  clinic  would  also  provide  knowledgeable  and  qualified 
personnel  who  would  be  available  to  supervise  and  coordinate  the  care  of  a  hospital- 
ized SCI  patient.  The  clinic,  such  as  the  SCI  clinic  in  Indianapolis  VA  Medical  could 
be  set  up  to  see  scheduled  patients  one  day  a  week  with  a  clinic  nurse  available 
for  emergencies  every  day.  Or,  at  a  minimum,  the  clinic  could  be  established  to  pro- 
vide scheduled  appointments  for  regular  services  by  teams  of  SCI-trained  health 
care  professionals  who  would  travel  to  Huntington  from  SCI  centers  in  surrounding 
states. 

For  the  VA  to  compete  in  a  reformed  health  care  system  it  will  have  to  offer  a 
comprehensive  health  care  package  to  those  veterans  seeking  to  utilize  VA  services 
and  facilities.  Included  in  that  package  should  be  the  opportunity  to  receive  the  full 
range  of  appropriate  services,  particularly  those  services  such  as  SCI  care  that  are 
unique  to  the  VA  in  the  provision  of  care  to  the  disabled  veteran  population. 

^6•.  Chairman,  this  concludes  my  testimony,  I  will  be  happy  to  respond  to  any 
questions  you  might  have. 
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PREPARED  STATEMENT  OF  ANTONIO  S.  PANSERA,  COMMANDER,  AMVETS 
DEPARTMENT  OF  WEST  VIRGINIA 

Mr.  Chairman,  thank  you  for  inviting  AMVETS  to  testify  on  VA  health  care  for 
West  Virginia's  veterans. 

First,  I  would  like  to  once  again  state  AMVETS'  support  for  S.  452,  a  bill  that 
would  establish  a  program  of  rural  health  care  clinics  including  contract  services 
and  mobile  clinics.  I  can  think  of  no  better  way  to  improve  VA's  service  delivery 
here  in  West  Virginia,  as  well  as  many  other  rural  states. 

AMVETS  strongly  supports  the  concept  of  increasing  healthcare  services  to  rural 
veterans  as  provided  in  the  legislation.  As  you  know.  West  Virginia's  beautiful  sce- 
nery can  also  make  it  a  difficult  state  to  travel.  That  is  one  reason  we  strongly  sup- 
port expansion  of  VA  rural  health  care.  But  it  is  important  to  remember  that  there 
may  be  difTiculty  in  implementing  the  legislation  because  of  the  often-criticized  eligi- 
biliU^  rules  for  VA  care. 

Mr.  Chairman,  the  Independent  Budget  for  the  VA  produced  by  AMVETS  and 
several  other  veterans  organizations  outlines  the  eligibility  changes  needed  to  ra- 
tionalize access  to  VA  medical  programs.  We  continue  to  call  for  all  service-con- 
nected veterans,  the  catastrophically  injured  and  medically  indigent  as  well  as  those 
who  are  uninsurable  to  have  access  to  the  full  continuum  of  VA  care.  The  VA's  628 
hospital  beds  cared  for  over  440  patients  daily,  and  eligibility  reform  AMVETS  is 
confident  we  could  fill  all  the  beds  that  have  staff  coverage.  NIedical  care  makes  up 
a  significant  portion  of  the  health  care  resources  in  our  state,  and  we  must  do  every- 
thing possible  to  ensure  that  VA  medical  care  remains  available.  By  the  way,  ac- 
cordme  to  VA  statistics,  15,534  of  the  37,087  applications  for  hospital  care  in  1992 
came  from  low  income  veterans.  That  is  41%  of  the  total.  If  not  for  the  VA  system, 
who  is  going  to  care  for  these  veterans?  And  lest  anyone  think  otherwise,  VA  is  not 
able  to  service  many  outside  the  mandatory  care  categories.  Again  in  1992,  there 
were  only  577  applications  for  hospital  care  by  discretionary  category  veterans. 
That's  slightly  over  1.5%  of  the  total  applications  for  the  Beckley,  Huntington  and 
Martinsburg  VAMC's. 

We  feel  strongly  that  some  liberalization  of  the  eligibility  rules  should  be  allowed 
not  only  to  test  the  efficiency  and  value  of  the  rural  pilot  program,  but  also  to  test 
the  impact  of  broadened  eligibility  on  utilization  rates.  We  also  suggest  that  the  pro- 
gram be  designed  to  allow  Tor  the  most  efficient  use  of  mobile  clinics  by  prohibiting 
overlapping  catchment  areas  and  operation  in  more  than  one  state  where  appro- 
priate. Flexibility  and  creativity  must  be  guiding  principles  for  VA. 

For  instance,  AMVETS  strongly  supports  the  concept  of  adult  daycare  as  a  means 
to  increase  the  quality  of  life  not  only  of  veterans,  but  also  their  care  givers  at  home. 
We  feel  strongly  that  states  should  be  compensated  for  providing  sucn  services  and 
we  urge  passage  of  legislation  to  authorize  per  diem  for  adult  daycare  provided  in 
state-run  veterans  homes. 

Hospital-based  home  health  care  should  be  expanded  to  help  hold  down  costs  and 
free  up  beds  needed  for  those  who  no  longer  can  remain  at  home.  This  type  of  health 
care  has  proven  to  significantly  improve  the  quality  of  life  for  many  of  our  veterans. 

VA  has  recently  become  a  leader  in  hospice  care,  and  AMVETS  hopes  vou  will 
be  able  to  encourage  VA  to  expand  Hospice  care  facilities.  The  mission  oi  hospice 
and  the  people  who  provide  the  care  are  tributes  to  the  human  spirit.  We  suggest 
it  is  time  to  move  forward  with  a  permanent  program  throughout  VA. 

Finally,  AMVETS  would  like  to  say  we  consider  the  Veterans  Resource  Center  or 
Super  Vet  Center  program  a  success  and  urge  the  Congress  to  continue  this  valu- 
able service.  We  have  seven  Vet  Centers  here  in  West  Virginia,  and  they  do  mar- 
velous work  for  many  veterans  would  otherwise  not  seek  v A  assistance  for  their 
problems.  We  understand  Senator  Akaka  is  drafting  legislation  to  improve  the  Vet 
Centers  and  we  are  eager  to  see  the  bill. 

Mr.  Chairman,  you  and  the  members  of  the  committee  as  well  as  the  staff  are 
doing  good  work  that  will  help  veterans  and  their  communities.  AMVETS  commends 
you  for  the  effort.  That  completes  our  statement. 


PREPARED  STATEMENT  OF  ROBERT  B.  KESLING,  STATE  COMMANDER, 
WEST  VIRGINIA  DEPARTMENT,  VETERANS  OF  FOREIGN  WARS  OF  THE 
UNITED  STATES 

Mr.  Chairman  and  Members  of  the  Committee,  on  behalf  of  the  31,145  members 
of  the  Veterans  of  Foreign  Wars,  State  of  West  Virginia,  I  wish  to  thank  you  for 
inviting  us  to  participate  in  todays  most  important  hearing. 

Through  the  years  the  VA  health  care  system  has  been  of  profound  importance 
to  veterans  throughout  West  Virginia.  VA  contributions  in  the  areas  of  medical  re- 
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search  and  education  have  been  instrumental  in  making  overall  American  health 
care  the  best  in  the  world.  In  our  view,  there  can  be  no  doubt  that  the  VA  health 
care  system  should  be  a  critical  and  integral  part  of  any  national  health  care  deliv- 
ery system. 

While  the  VFW  is,  of  course,  supportive  of  a  national  health  care  system  which 
would  provide  a  comprehensive  benefits  package  for  all  Americans,  we  are  adamant 
that  the  VA  health  care  system  remain  dedicated  to  America's  veterans.  The  VFW 
believes  that  within  the  context  of  national  health  reform  the  VA  should  remain  a 
separate,  independent  and  exclusive  health  care  option  for  veterans.  We  believe  that 
it  IS  best  to  build  upon  the  VA's  strengths  and  construct  a  national  health  care  sys- 
tem around  the  VA. 

The  following  is  the  Veterans  of  Foreign  Wars  assessment  of  the  quality  of  service 
provided  by  the  West  Virginia  VA  health  care  facilities: 

1.  Insufficient  Funding.  Most  of  the  facilities  are  underbudgeted  and  there- 
fore, management  has  chose  not  to  replace  vacant  positions.  If  this  is  allowed 
to  continue,  patient  treatment  will  be  affected. 

2.  More  nursing  home  care  units  are  needed. 

3.  Limitations  placed  on  over-the-counter  medications  and  supplies.  This  in- 
cludes service  connected  veterans  who  require  these  items  for  their  service  con- 
nected conditions. 

4.  Overall  the  majority  of  inpatients  and  out-patients  are  very  pleased  and 
satisfied  with  the  quality  of  health  care  they  are  receiving. 

The  VFW  suggests  that  whatever  form  of  any  national  health  care  system  you 
suggest,  the  VA  must  maintain  its  exclusive  appropriations  support.  The  VA  should 
always  be  far  more  than  just  another  health  care  provider. 

Mr.  Chairman,  I  will  conclude  my  statement  by  thanking  you  again  on  behalf  of 
the  membership  of  the  VFW,  Department  of  West  Virginia  and  its  Ladies  Auxiliary 
for  allowing  us  to  speaks  at  today's  important  hearing. 


PREPARED  STATEMENT  OF  JOHN  P.  MORROW,  SR.,  PRESIDENT,  WEST 
VIRGINIA  STATE  COUNCIL,  VIETNAM  VETERANS  OF  AMERICA 

Mr.  Chairman,  and  members  of  the  committee,  the  West  Virginia  State  Council 
of  Vietnam  Veterans  of  America  (WA)  appreciates  the  opportunity  to  present  its 
views  on  the  quality  of  care  given  to  West  Virginia  veterans,  by  the  U.S.  Depart- 
ment of  Veterans  Affairs  (DVA). 

With  the  climate  of  a  new  administration  in  the  White  House,  many  newly  elected 
congressional  representatives,  and  the  selection  of  new  leadership  in  the  DVA,  those 
veterans  that  we  represent  are  becoming  cautiously  optimistic  about  the  future  re- 
sponse of  the  DVA  to  their  needs.  We  look  forward  to  working  with  you  who,  as 
committee  members  and  legislators,  will  be  involved  in  the  decision  making  affect- 
ing over  200,000  West  Virginia  veterans.  It  is  our  express  desire  to  improve  the 
communications  and  response  between  the  veteran,  the  legislators,  the  administra- 
tion, and  the  DVA,  thereby  improving  the  response  to  the  legitimate  needs  of  our 
veterans,  in  the  least  controversial  manner  possible.  There  is  little  doubt  that  we 
will,  at  times,  find  ourselves  in  disagreement  as  to  the  best  means  to  meet  a  need, 
or  even  whether  there  is  a  need.  But,  we  are  certain  that  our  common  commitment 
to  the  health  and  welfare  of  the  men  and  women  who  selflessly  served  this  country, 
will  be  met. 

Background 

West  Virginia  is  a  small,  and  economically  depressed  state,  but  has  never  failed 
to  respond  to  the  needs  of  this  country,  and  has,  historically,  provided  more  than 
her  share  to  the  Armed  Forces.  Our  state  continues  to  have  the  largest  per  capita 
veteran  population  in  the  country,  with  16%  of  our  citizens  listed  on  the  veteran 
rolls.  More  than  80%  of  our  veterans  have  served  during  a  "police  action,"  a  period 
of  war,  or  in  a  "hostile  fire  zone,"  with  35%  having  served  during  Vietnam.  There 
are  24  West  Virginia  veterans  still  listed  as  "Missing-In-Action  in  Southeast  Asia. 
(See  enclosure  #1.) 

At  the  National  Census  of  1970,  the  Vietnam  Casualty  Rates  of  West  Vireinia 
military  personnel  indicated  a  Death  Rate  of  84  per  100,000  males;  a  rate  1 1%  high- 
er than  the  rate  for  the  next  highest  state  (NM-78),  and  more  than  47%  higher  than 
the  National  Average  of  57.  (See  enclosure  #2.)  This  exceptionally  high  rate  has 
been  attributed  to  the  well-known  "Appalachian  Stereotype." 

A  popular  misconception  is  that  most  West  Virginia  veterans  were  draftees,  or 
that  men  and  women  who  could  not  find  employment.  While  that  may  be  true  to 
some  degree,  this  state  boasts  a  sizable  population  of  military  retirees;  men  and 


55 

women  who  served  twenty,  or  more,  years  in  service  to  their  country.  Now  they  have 
returned,  and  continue  to  serve  their  state  and  community  through  business,  and 
community  and  civil  service.  It  matters  Uttle  why  a  man  or  woman  served,  only  that 
they  served  honorably,  and  well. 

The  one  single  issue  of  greatest  concern  to  the  West  Virginia  veteran  is  that  of 
accessible  and  responsive  medical  care.  In  the  past,  the  response  of  the  DVA  medi- 
cal facilities  (VAMC)  to  the  needs  of  the  veterans  has  been  slow,  and  at  times,  ob- 
structionistic.  The  accessibility  of  the  facilities  in  this  state,  geographically,  is  for 
the  veteran,  limited,  because  of  the  lack  of  affordable  public  transportation,  and  the 
inability  of  the  veteran  to  afford  private  transportation.  Administratively,  attempt- 
ing to  access  the  sprawling  DVA  health  care  system  can  be  a  nightmare.  I've  been 
told  by  certain  DVA  employees,  that  eligibility  varies  from  facility  to  facihty;  a  vet- 
eran eligible  in  Beckley,  may  not  be  eligible  for  care  at  the  Huntington  facility,  for 
example. 

When  discussing  accessibility,  availability,  response,  quality,  or  other  conditions 
affecting  the  veteran,  one  must  speak  from  the  perspective  of  the  veteran.  All  too 
often,  all  of  us  tend  to  speak  from  our  own  level  of  perception,  when  we  address 
the  issues  affecting  veterans. 

Post  Traumatic  Stress  Disorder 

Post  Traumatic  Stress  Disorder  (PTSD)  is  one  of  the  most  difficult  problems  af- 
fecting veterans  today,  not  only  from  the  Vietnam  Era,  but  from  all  periods  of  hos- 
tile action.  PTSD  has  been  described  throughout  history,  and  has  been  just  as  inca- 
pacitating whenever  it  has  been  seen.  A  veteran  suffering  from  PTSD  is  plagued 
with  problems  of  sleeplessness,  flashbacks,  depression,  anxiety,  irritability,  and  in 
the  more  extreme  cases,  schizophrenia,  paranoia,  and  agoraphobia. 

It  is  estimated  that  in  West  Virginia  today,  more  than  15,000  veterans  sufTer  from 
this  disorder.  And  yet,  in  our  state,  only  eight  (8)  beds  are  designated  for  the  eval- 
uation and  care  of  PTSD;  a  disorder  that  can  lead  to  drug  and  alcohol  abuse,  spous- 
al and  familial  abuse,  suicide,  and  criminal  behavior. 

In  the  Martinsburg  VAMC,  eight  beds  (8)  are  designated  for  inpatient  PTSD  eval- 
uation and  treatment.  Unfortunately,  the  facility  is  a  designated  research  facility  for 
PTSD,  and  admission  is,  as  as  one  would  guess,  very  competative  and  selective.  It 
is  no  fault  of  the  staff,  or  the  facility,  that  admission  is  so  limited,  but  rather  that 
the  facility  is  designated  a  research  facility,  and  funding  has  not  been  provided  to 
increase  the  number  of  beds  available  for  inpatient  treatment,  and  no  funding  has 
been  provided  for  outpatient  care. 

At  the  Clarksburg  vAMC,  Dr.  Greenbriar  Almond  has  had  to  go  outside  the  regu- 
lar DVA  channels  for  funding  for  an  outpatient  treatment  program.  Dr.  Almond  ap- 
plied for,  and  received  grants  from  outside  organizations  and  foundations,  in  order 
to  fund  his  treatment  unit,  which  can  treat  up  to  10  veterans,  in  a  four  week  out- 
patient program.  His  program  utilizes  a  "dual-diagnosis"  approach,  and  includes  a 
well  organized  and  staffed  four  week  program,  which  includes  counseling,  encounter 
therapy,  excercise,  stress  management,  an  alcohol  and  drug  abuse  program,  and  the 
proper  use  of  available  support  mechanisms.  The  program  includes  a  well  designed 
program  of  on-going  foUowup  after  completion  of  the  program.  The  dark  side  of  an 
otherwise  bright  picture  is  that  Dr.  Almond  does  not  have  the  funding  needed  for 
an  inpatient  program  of  a  similar  nature. 

At  the  Beckley  VAMC,  there  is  no  defined  and  on-going  PTSD  program,  but  de- 
pends on  the  "treat-em  as  you  get-em"  approach.  It  is  unTortunate,  for  this  facility 
is  located  in  an  area  where,  percentage-wise,  the  greatest  numbet  of  combat  veter- 
ans reside,  and  one  of  the  greatest  areas  of  unemployment  exists.  Geographically, 
access  to  the  hospital  is  limited  for  manv  of  the  veterans  in  SE  and  South  Central 
West  Virginia,  because  of  the  lack  of  public  transportation,  and  the  inability  of  the 
veterans  to  afTord  private  transportation,  due  to  unemployment  and  disability. 

Administratively,  appointments  are  limited,  and  those  who  have  not  been  rated 
as  having  Service  Connected  disability  cannot  receive  necessary  medications  from 
the  VAMC  Pharmacy  for  longer  than  60  days  following  hospitalization. 

At  the  Huntington  VAMC,  a  new  thirty  (30)  bed  Mental  Health  Unit  has  been 
opened,  and  includes  an  expanded  Mental  Health  Clinic.  However,  none  of  the  thir- 
ty beds  has  been  designated  for  PTSD  treatment  and  evaluation,  and,  although  the 
staff  has  been  increased,  there  are  not  sufficient  personnel  to  operate  a  planned  in- 
patient and  outpatient  program. 

It  is  a  constant  source  of  amazement  to  me  that  the  DVA  continues  to  expand, 
physically,  but  does  nothing  to  implement  or  expand  treatment  programs  within  the 
physical  expansion.  Roads  and  parking  garages  are  built,  and  pancing  lots  are  ex- 
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panded.  The  problem  is,  after  the  patients  arrive,  how  can  they  be  treated,  if  there 
aren't  enough  staff,  and  no  orcanized  program. 

Nowhere  in  the  state  are  tne  families  of  the  veterans  involved  in  the  treatment 
of  this  very  serious  disorder.  Treatment  of  PTSD,  using  a  dual-diagnosis  approach, 
is  only  seen  at  the  Clarksburg,  and  I  believe,  the  Martinsburg  facility. 

Failure  of  the  program  to  simultaneously  use  the  dual-diagnosis  method  of  treat- 
ment, and  encourage  the  involvement  of  the  family  in  the  treatment,  can  only  result 
in  the  all-to-familar  "revolving-door"  situation  we  see  so  consistantly,  today. 

The  answer  to  the  problem  is  simple,  yet  difficult.  It  is  obvious  that  the  answer 
to  the  problem  of  treatment  with  positive  result  is  consistency.  The  medical  commu- 
nity is  often  lacking  in  knowledge  of  this  disorder,  and  how  to  appropriately  treat 
it.  Most  health  care  professionals  treat  the  disorder  based  on  their  own  preconceived 
notions,  treating  it  as  a  system  of  multiple  disorders,  and  treating  each  separately, 
a  method  which  usually  fails.  As  an  Axis  I  and  Axis  II  disorder,  it  is  essential  that 
while  treating  each  facet  of  the  disorder,  they  be  treated  concurrently. 

Even  though  the  data  from  the  PTSD  research  facilities  is  far  from  complete,  the 
WV  State  Council  makes  the  following  reconmiendations: 

1.  That  at  least  ten  (10)  beds  at  VAMC  Huntington  be  designated  for  PTSD 
treatment  and  evaluation,  and  that  funds  be  allocated  to  provide  the  same  capa- 
bility in  Clarksburg  and  Beckley  V.\MCs. 

2.  That  programs  based  on  a  dual-diagnosis  protocol  be  uniformly  designed 
and  implemented  in  Huntington,  Clarksburg,  and  Beckley  inpatient  and  out- 
patient treatment. 

3.  That  outpatient  programs  based  on  that  developed  in  Clarksburg  be  imple- 
mented. 

4.  That  housing  for  outpatient  programs  in  all  four  facilities  be  approved  and 
provided. 

5.  That  all  four  facilities  in  the  inpatient  and  out-patient  programs,  families 
be  included  to  the  maximum  extent  possible. 

6.  That  a  public  information  program  be  initiated,  to  provide  information,  and 
updates,  to  veterans,  their  families,  and  non-DVA  facilities  and  clinics. 

7.  That  in  order  to  preclude  unnecessary  travel  for  veterans,  and  reduce  costs 
to  the  DVA,  and  maximum  appropriate  utilization  of  facilities,  a  staff  psychia- 
trist make  periodic  (weekly,  monthly)  visits  to  all  Vet  Centers. 

8.  That  all  satellite  Vet  Centers  be  designated  as  full  Vet  Centers,  with  ap- 
propriate staff,  equipment,  and  funding. 

Women  Veterans 

Women  who  present  themselves  to  DVA  medical  facilities  have  problems  obtain- 
ing appropriate  treatment,  because  VAMCs  are  unprepared  to  deal  with  them  and 
their  problems.  The  facilities  often  lack  the  necessary  equipment  and  medications 
necessary  to  handle  the  unique  problems  they  can  present,  and  seldom  do  they  have 
the  specialists  thev  may  reouire  (gynecologists).  Women  can  also  present  unique 
mental  health  problems,  problems  which  may  relate  to  their  age,  general  health, 
past  history  of  auty  assignments,  and  specific  disease  processes. 

Since  the  DVA  has  done  little  to  orepare  itself  for  the  care  of  women  veterans, 
little  can  be  said,  except  to  offer  the  following  recommendations: 

1.  That,  utilizing  the  female  staff  at  each  VAMC,  as  well  as  women  veterans 
in  the  community,  a  "Blue-Ribbon"  Panel  be  utilized  to  determine  the  needs  of 
each  facility,  to  appropriately  treat  women  veterans. 

2.  That  VAMCs,  in  the  interim,  be  allocated  funds  to  purchase  appropriate 
equipment  and  medications  needed  to  treat  those  veterans. 

3.  That  funding  be  provided  to  hire  the  necessary  physicians  and  staff  to  oper- 
ate a  Gynecology  Service. 

Retired  Military  Personnel 

West  Virginia  has  a  large  contingent  of  several  thousand  retired  military  person- 
nel. Although  they  may  have  twenty,  or  more,  years  of  service,  they  are  not  eligible 
for  care  at  a  VAMC,  unless  they  have  been  shown  to  have  a  service  connected  dis- 
ability, as  rated  by  the  DVA. 

It  is  criminal,  that  veterans  injured  in  boot  camp  may  be  eligible  for  cared  but 
men  and  women  with  years  of  service  must  travel  hundreds  of  miles  to  obtain  care 
from  a  military  medical  facility.  The  alternative  is  for  the  retiree  to  purchase  health 
insurance,  or  pay  for  the  needed  care.  Even  though  the  retiree  is  eligible  for 
CHAMPUS,  the  deductible  as  well  as  the  co-payment  can  amount  to  an  extremely 
large  amount  of  money.  Additionally,  CHAMPUS  may  use  the  approved  charge  to 
satisfy  the  "Catastrophic  Cap."  If  the  veteran  incurred  medical  expenses  of  $500, 


57 

after  he  or  she  paid  the  deductible  and  their  co-payment,  CHAMPUS  would  approve 
payment  of  $262.50.  However,  CHAMPUS  usually  applies  that  amount  to  the  Cata- 
strophic Cap,  and  the  veteran  would  end  up  paying  tne  full  $500. 
The  recommendation  of  the  WV  State  Council  is  as  follows: 

1.  That  retired  military  personnel  be  treated  at  VAMCs  as  though  they  were 
rated  as  100%  Service  Connected  disability. 

2.  That  the  Catastrophic  Cap  be  eliminated  from  CHAMPUS  rules. 

3.  That  the  deductible  and  co-payment  be  eliminated  for  those  retirees  whose 
income  is  less  than  $34,000  per  year. 

National  Health  Care  Issues 

Recently,  we've  all  been  exposed  to,  and  become  more  painfully  aware  of  the 
markedly  increased  cost  of  medical  care,  and  the  lack  of  suliicient  facilities  to  han- 
dle this  acute  problem.  This  problem,  is  even  more  severe  in  rural  areas,  such  as 
in  West  Virginia;  an  area  of  decided  lack  of  non-DVA  medical  facilities. 

The  WA  in  West  Virginia  believes  that,  because  we  are  a  predominately  rural 
state,  and  have  a  large  veteran  population,  this  state  would  serve  as  an  excellent 
area  for  a  pilot  program  of  cooperative  health  care. 

We  could  engage  in  a  lengthy  discussion  about  the  lack  of  necessary  facilities,  the 
number  of  citizens  and  veterans  unable  to  afford  insurance,  and  therefore  needed 
medical  care,  the  lack  of  sufficient  physicians  and  allied  health  personnel,  and  many 
other  aspects  of  the  situation.  To  do  so,  we  feel,  would  do  little  more  than  to  con- 
tinue to    pound  on  the  nail,  after  it's  flush  with  the  board." 

Based  on  this  premis,  and  that  appropriate  legislation  would  be  enacted  and  fund- 
ing appropriated,  the  WV  State  Council  makes  the  following  recommendations: 

1.  That,  in  those  areas  in  which  medical  care  is  not  available,  certain 
catagories  of  veterans  (Service  Connected  disabilities,  those  on  pension)  be  per- 
mitted to  seek  no-cost  medical  care  at  the  VAMC  or  non-DVA  medical  facility 
nearest  their  domicile. 

2.  That  veterans  with  currently  pending  disability  claims  be  permitted  to  seek 
no-cost  medical  care  at  the  VAMC  nearest  their  domicile. 

3.  That  the  primary  families  of  certain  categories  of  veterans  (Service  Con- 
nected disabilities,  those  on  pension)  be  permitted  to  seek  no-cost  medical  care 
at  the  nearest  non-DVA  facility  or  VAMC. 

4.  That  VAMCs  and  non-DVA  medical  facilities  within  the  state,  in  a  manner 
of  cooperation,  establish  a  program  of  hospital  specialty  (Cardiac  Surgery,  Or- 
thopedics, etc.). 

Thank  you.  Mister  Chairman.  This  concludes  our  written  statement. 


ENCLOSURE  1— WEST  VIRGINIA  MILITARY  PERSONNEL  CURRENTLY  LISTED  AS  "MISSING  IN  ACTION" 
IN  SOUTHEAST  ASIA 

Service  Name  Hometown 

USAF  John  Scott  Albright,  Jr  Hungtington 

USA  Albert  Harold  Altizer  Squire 

USAF  Joseph  Clair  Austin  Moundsville 

USA  Jerry  Edward  Auxier  Dixie 

USN  Keith  Royal  Wilson  Curry  Salem 

USA  James  Edwerd  Duncan  Point  Pleasant 

USAF  Ronnie  Lee  Hensley  Richard 

USA  Robert  William  Hunt  Beckley 

USAF  Carroll  Baxter  Lilly  Morgantown 

USA  Larry  Francis  Lucas  --                                                                       Marmet 

USMC  Danny  G.  Marshall  Waverly 

USA  Michael  Robert  Norton  Eskdale 

USAF  Edward  Milton  Parsley  Naugatuck 

USAF  Marshall  Irvin  Pauley  Milton 

USMC  Ronald  Keith  Pennington  Hambleton 

USA  Joe  Harold  Pringle  Horner 

USAF  Raymond  Paul  Salzarulo,  Jr  Follansbee 

USMC  James  Ray  Sargent  Anawalt 

USA  Hughie  Franklin  Snider  New  Cumbertand 

USA  Dean  Calvin  Spencer,  III  Morgantown 

USA  James  Lawrence  Taylor  Nitro 

USAF  George  Wintpn  Thompson  Beckley 
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ENCLOSURE  1— WEST  VIRGINIA  MILITARY  PERSONNEL  CURRENTLY  LISTED  AS  "MISSING  IN  ACTION" 
IN  SOUTHEAST  ASIA-Continued 


USMC     Hobard  McKinley  Wallace,  Jr Sharon 

USN    David  Wallace  Wickham  Wheeling 


Enclosure  2 — 1970  National  Census,  Southeast  Asia  Casualty  Rates,  Deaths  per 
100,000  Males 

Deaths    State(s) 
84    West  Virginia 


78 

New  Mexico 

77 

Oklahoma 

73 

Montana 

71 

Alabama 

69 

Arizona,  Georgia,  South  Carolina,  Wyoming 

68 

Hawaii,  Maine 

67 

District  of  Columbia 

66 

Oregon,  Tennessee,  Utah 

65 

Kentucky 

62 

Arkansas,  North  Carolina 

61 

Missouri 

60 

New  Hampshire,  North  Dakota,  Texas 

59 

Indiana,  Iowa,  Michigan,  Washington 

58 

Florida,  Mississippi,  Ohio 

57 

NATIONAL  AVERAGE    Idaho,  Nevada 

56 

South  Dakota 

55 

California,  Colorado,  Minnesota,  Virginia 

54 

Kansas,  Pennsylvania 

53 

Illinois,  Nebraska 

52 

Wisconsin 

51 

Maryland 

49 

Louisiana 

47 

Massachusetts 

46 

New  York 

45 

Delaware,  Vermont 

43 

Rhode  Island 

41 

New  Jersey 

40 

Connecticut 
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LOCATIONS  OF  VETERANS  AFFAIRS  MEDICAL  CENTERS  IN  WEST  VIRGINIA 
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LOCATIONS  OF  VIETNAM  VETERANS  OUTREACH  CENTERS  IN  WEST  VIRGINIA 


A.  Charleston 

B.  Beckley 

C.  Martinsburg 


D.  MorgantOHH 

E.  Princeton 

F.  Wheeling 


STATEMENT  OF  DR.  MAURICE  A.  MUFSON,  ASSOCIATE  CHIEF  OF  STAFF 
FOR  RESEARCH,  HUNTINGTON  VA  MEDICAL  CENTER  AND  CHAIR,  DE- 
PARTMENT OF  MEDICINE,  MARSHALL  UNIVERSITY  SCHOOL  OF  MEDI- 
CINE, HUNTINGTON,  WEST  VIRGINL^ 

I.  Introduction 

Mr.  Chairman  and  members  of  the  committee,  thank  you  for  this  opportunity  to 
discuss  the  impact  of  health  care  reform  on  VA  health  services  and  West  Virginia 
veterans.  I  am  Maurice  A.  Mufson,  M.D.,  Associate  Chief  of  Staff  for  Research  at 
the  Huntington  VA  Medical  Center  (VA)  and  Chair  of  the  Department  of  Medicine 
at  Marshall  University  School  of  Medicine. 

As  a  member  of  its  Executive  Council  and  Board  of  Directors,  I  am  also  an  active 
member  of  the  Association  of  Professors  of  Medicine  (APM),  which  is  the  national 
organization  of  the  chairs  of  departments  of  medicine  at  the  126  U.S.  medical 
schools.  APM  is  a  member  of  the  Steering  Committee  for  the  Friends  of  VA  Medical 
Care  and  Health  Research  (FOVA). 

In  1992,  the  VA  health  care  system  provided  medical  care  to  nearly  three  million 
veterans,  with  one  in  five  using  VA  medical  facilities  for  the  first  time.  The  VAs 
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responsibility  for  providing  clinical  care  is  complemented  by  activities  related  to  its 
other  integrated  missions:  training  health  care  professionals;  supporting  medical,  re- 
habilitation, and  health  services  research;  and  serving  as  a  back-up  to  tne  U.S.  mili- 
tary during  war  or  other  national  emergency. 

II.  Providing  Medical  Care  to  Veterans 

In  1992,  VA  medical  facilities  provided  inpatient  medical  care  to  more  than  one 
million  veterans.  In  Huntington,  West  Virginia,  the  Veterans  Aflairs  Medical  Center 
is  a  247  bed,  university  afiiTiated  Medical  Center,  providing  acute  medical,  surgical, 
psychiatric  and  rehabilitation  inpatient  care;  intermediate  and  extended  care  serv- 
ices, and  an  ambulatory  care  program  consisting  of  both  primary  and  specialized 
services  treating  approximately  85,000  patients  visits  per  year,  to  eligible  veterans 
in  Appalachia. 

A  dynamic  research  program  completes  the  major  mission  of  the  Huntington  VA 
Medical  Center,  a  program  on  the  cutting  edge  of  the  future  of  medical  care  through 
the  intrinsic  relationship  between  medical  research  in  areas  of  diseases  of  veterans 
and  medical  care  to  the  thousands  of  veterans.  The  research  program  contributes 
both  to  the  quality  of  patient  care  and  to  the  caliber  of  the  medical  staff  who  are 
recruited  to  treat  veterans  at  this  Medical  Center. 

Although  West  Virginia  ranks  low  nationwide  in  the  incidence  of  AIDS,  a  small 
but  significant  number  of  AIDS  patients  are  treated  in  the  VAMCs  in  West  Virginia. 
These  patients  come  from  very  small  towns  in  which  the  facilities  for  the  contem- 
porary care  of  AIDS  and  its  complications  often  are  not  available.  At  the  Huntington 
VAMU,  the  most  current  treatment  of  AIDS  is  available  to  veterans  and  in  a  con- 
fidential manner. 

III.  Educating  Health  Care  Professionals 

Since  1947,  affiliations  between  VA  hospitals  and  the  nation's  health  professions 
schools  have  provided  an  important  source  of  staff  recruitment  and  retention  for  the 
VA  health  care  system.  The  Huntington  VAMC  is  affiliated  with  the  Marshall  Uni- 
versity School  of  Medicine,  a  state  medical  school.  This  affiliation  was  begun  in  the 
early  1970*3  when  the  School  of  Medicine  was  organized  with  92-541  funds  and  it 
has  grown  to  include  several  joint  residency  programs  for  the  education  of  physi- 
cians in  Internal  Medicine,  Surgery,  Pathology,  and  Family  Practice.  Importantly, 
a  number  of  resident  physicians  who  completed  these  programs  have  joined  the  staff 
of  the  Huntington  VAMC  and  today  they  care  for  veterans  in  West  Virginia. 

More  than  one-half  of  all  practicing  physicians  in  the  United  States  have  had 
some  portion  of  their  training  at  VA,  even  though  VA  hospitals  represent  only  10 
percent  of  all  U.S.  teaching  nospitals.  Several  hundred  medical  and  nursing  stu- 
dents from  Marshall  University  receive  much  of  their  clinical  training  at  the  Hun- 
tington VAMC.  The  Huntington  VAMC  serves  as  the  major  affiliated  hospital  of  the 
School  of  Medicine,  which  docs  not  have  a  university  hospital. 

The  Huntington  VAMC  intermediate  care  program  is  staffed  by  specialists  in  geri- 
atrics who  treat  large  numbers  of  elderly  veteran  patients.  Often  elderly  veterans 
residing  in  rural  areas  depend  upon  the  Huntington  VAMC  for  the  special  care  they 
can  receive  only  in  such  units  aimed  at  managing  their  special  needs. 

IV.  Conducting  Health  Care  Research 

Intended  to  improve  the  health  care  offered  to  veterans,  the  research  program  is 
an  integral  part  of  VAs  health  care  mission.  The  ultimate  goal  of  the  Research  and 
Development  Program  is  to  ensure  the  vitality  of  health  care  to  veterans.  "Vitality" 
comes  from  encouraging  experimentation  and  innovation  and  applying  the  results 
of  useful  experimentation  to  clinical  care.  "Innovation"  stems  from  the  development 
of  new  surgical  procedures,  drugs,  machines,  therapies,  and  other  research-based 
services. 

The  research  program  directly  supports  the  patient  care  mission  of  the  VA  in  four 
basic  ways: 

(1)  By  contributing  to  an  intellectually  stimulating  professional  environment 
in  VA  hospitals. 

(2)  By  development  of  physician-investigators  as  VA  career  clinicians  who 
have  the  intellectual  curiosity  to  engage  in  research,  thus  giving  physicians  the 
opportunity  to  apply  the  findings  of  research  from  "bench  to  bedside. ' 

(3)  By  acquiring  new  scientific  knowledge  leading  to  improved  prevention,  di- 
agnosis, and  treatment. 

(4)  By  using  the  unique  capabilities  of  the  VA  health  care  system  to  conduct 
multicenter  studies  of  health  problems. 
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The  Research  program  at  the  Huntington  VA  Medical  Center  is  currently  com- 
posed of  49  active  projects  being  conducted  by  22  investigators  from  multiple  dis- 
ciplines. The  major  areas  of  research  are  diverse  and  include  cancer  detection  and 
treatment,  aging  and  geriatrics,  cardiovascular  disease,  treatment  and  prevention  of 
infections,  prostate  cancer,  prosthetic  devices,  diabetes  mellitus,  and  dental  pros- 
theses. 

At  the  Huntington  VAMC,  the  Dental  Service  is  one  of  only  30  VA  sites  partici- 
pating in  a  collaborative  study  of  dental  implants.  These  implants  have  the  poten- 
tial to  contribute  significantly  to  the  restoration  of  oral  function  and  facial  estnetics 
for  fiinctionally  handicapped  individuals.  Secondly,  the  F*rosthetics  Service  is  con- 
ducting two  studies  of  arm  prosthetic  devices.  The  Modular  Electromechanical  Lock 
Actuator  (MELA)  design  has  been  advanced  to  a  point  where  it  could  potentially  im- 
prove the  functionahty,  efficiency  and  versatility  of  existing,  body-powered  aoove- 
elbow  prostheses.  The  MELA  is  intended  to  be  used  in  conjunction  with  existing 
cable-operated,  positive-locking  elbow  and  wrist  components.  Only  12  devices  have 
been  produced  and  3  will  be  tested  at  the  Huntington  VA  Medical  Center.  The  sec- 
ond trial  is  a  clinical  evaluation  of  the  advanced  body-powered  prosthetic  arm 
(ABPA).  Only  25  devices  have  been  produced  for  clinical  evaluation  and  3  of  these 
will  be  tested  at  the  Huntington  VA  Medical  Center.  Clearly  these  investigations 
are  at  the  "cutting  edge"  of  clinically  relevant  prosthetics  research  with  immediate 
applicability  to  the  veterans  patient. 

Because  of  a  shrinking  inflation-adjusted  budget,  the  VA  has  been  able  to  fund 
only  about  2,000  research  grants  annually  over  the  past  decade.  In  1993,  this  num- 
ber will  decrease  by  more  than  25  percent  in  1993.  The  Research  Program  at  the 
VAMC  Huntington  is  particularly  threatened  by  anticipated  budget  cuts  in  VA  Re- 
search Funding.  As  a  small  VAMC  in  a  rural  setting,  budget  cuts  in  research  fiind- 
ing  seriously  impede  our  efforts  to  secure  funding  through  competitive  review  of  ap- 
phcations  and  imperil  the  recruitment  and  retention  of  our  physician  staff. 

V.  Conclusion 

In  conclusion,  I  would  like  to  take  this  opportunity  to  thank  you.  Senator  Rocke- 
feller, for  your  continued  support  of  VA  medical  care  and  health  research  programs. 
In  particular,  I'd  like  to  take  this  opportunity  to  thank  you  for  asking  Senator  Bar- 
bara Mikulski  (D-MD)  to  consider  restoring  funding  for  VA  research  at  a  level  no 
lower  than  the  $252  million  provided  by  the  U.S.  House  of  Representatives  on  June 
29,  1993.  Your  "Dear  Colleague"  to  Senator  Mikulski  was  deeply  appreciated  by  the 
research  community,  especially  those  of  us  who  have  dedicated  most  of  our  careers 
to  the  VA  health  research  program. 

Again,  thank  you  for  this  opportunity  to  discuss  the  impact  of  health  care  reform 
on  VA  health  services  and  West  Virginia  veterans.  I  would  be  pleased  to  answer 
any  questions  you  may  have  about  my  testimony,  the  Huntington  VAMC,  or  the 
Marshall  University  School  of  Medicine. 


WRITTEN  QUESTIONS  FROM  CHAIRMAN  ROCKEFELLER  TO  DR.  MAURICE 
A.  MUFSON  AND  THE  RESPONSES 

Question  1.  Dr.  Mufson,  you  mentioned  the  importance  of  research  funding  and 
noted  our  eflbrts  to  maintain  VA's  current  research  programs.  Please  tell  us  a  little 
more  about  the  importance  of  your  center's  research  to  the  veteran,  to  the  overall 
functions  of  the  medical  center,  and  to  the  body  of  medical  knowledge  in  general. 

Answer.  The  Resea.xh  Program  at  the  Huntington  VA  Medical  Center  holds  im- 
portance for  our  veterans  because  the  22  investigators  at  the  Medical  Center  con- 
duct research  on  a  number  of  medical  problems  that  represent  the  common  illnesses 
of  the  veterans  treated  at  our  Medical  Center.  These  include  prostate  cancer  detec- 
tion and  treatment,  aging  and  geriatrics,  heart  disease,  hypertension  and  cholesterol 
control,  community  acquired  pneumonia  and  pneumonia  vaccine,  prosthetic  devices, 
nutritional  deficiencies,  diabetes  mellitus,  obesity,  pulmonary  disease,  vision  prob- 
lems, gastrointestinal  disorders,  and  dental  prosthesis.  The  Research  Program  con- 
tributes to  the  overall  functions  of  the  Medical  Center  both  by  improvement  of  the 
quality  of  patient  care  provided  to  veterans  who  have  early  availability  of  new  diag- 
nostic procedures  and  treatments  and  to  the  caliber  of  the  medical  staff  who  are  re- 
cruited and  provide  medical  care  to  veterans  at  this  Medical  Center.  Data  from  the 
entire  VA  health  care  system  provide  clear  evidence  that  the  length  of  stay  in  medi- 
cal centers  with  research  programs  is  significantly  shorter  than  in  medical  centers 
without  research  programs.  Our  Research  Program  contributes  to  the  body  of  medi- 
cal knowledge  in  general  through  the  many  puolications  of  our  research  results  that 
have  been  accepted  by  key  medical  journals. 
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Question  2.  In  your  submitted  statement,  you  indicated  that  the  number  of  VA 
research  grants  for  1993  will  decrease  by  more  than  25  percent. 

A.  Is  this  projection  based  on  the  current  level  of  research  funding  for  fiscal 
year  1993  ($232  million),  the  proposed  level  for  fiscal  year  1994  ($206  million), 
which  included  a  $26  million  cut,  or  the  funding  level  recently  appropriated  by 
the  House  ($252  million)? 

Answer.  The  projection  of  a  decrease  by  more  than  25  percent  of  iunded  research 
programs  is  based  on  the  proposed  budget  level  for  FY  1994  of  $206  million,  which 
included  a  $26  million  cut  from  the  FY  1993  level. 

Question  2B.  Which  projects  at  Huntington  will  be  affected,  if  any? 

Answer.  At  the  Huntington  VA  Medical  Center  two  new  research  proiects  that  re- 
ceived fundable  priority  scores  in  FY  1993  would  not  be  funded  at  all.  Two  new  phy- 
sicians in  key  clinical  positions  just  recruited  to  the  Medical  Center  would  be  ineli- 
gible to  apply  for  research  funds  in  FY  1994,  seriously  compromising  their  careers, 
and  two  other  physicians  who  previously  had  VA  research  funds,  but  lost  them 
when  the  VA  Research  Program  received  too  few  dollars  this  past  year,  would  be 
ineligible  to  reapply  in  FY  1994. 

Question  3A.  You  mentioned  research  on  two  arm  prosthetic  devices.  Are  you 
aware  of  any  research  being  done  of  comparable  quality  or  on  similar  devices  any- 
where outside  the  VA? 

Answer.  I  am  unaware  of  any  research  being  done  on  arm  prosthetic  devices  out- 
side of  the  VA. 

Question  SB.  What  would  happen  to  research,  testing,  and  development  of  pros- 
thetics if  VA  did  not  fund  these  research  projects  in  the  future? 

Answer.  Were  the  VA  not  to  fund  research,  testing,  and  development  of  prosthetic 
devices,  such  research  would  likely  not  be  done  to  any  significant  extent  because 
its  high  cost  and  because  the  major  beneficiaries  of  prosthetics  research  are  veter- 
ans. 

I  and  the  entire  VA  research  community  appreciate  your  strong  siopport  for  the 
VA  health  care  system,  and  especially  the  Research  Program.  The  Research  Pro- 
gram at  the  VAMC  Huntington  is  particularly  threatened  by  the  proposed  level  of 
funding  for  FY  1994  of  $206  million.  As  a  small  VAMC  in  a  rural  setting,  budget 
cuts  in  research  funding  seriously  impede  our  efforts  to  secure  funding  through  com- 
petitive review  of  applications  and  imperil  the  recruitment  and  retention  of  our  phy- 
sician staff.  I  extend  my  sincerest  thanks  for  your  continued  support  of  VA  medical 
care  and  medical  research  programs. 
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